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Surgery of the chest remained in its swaddling 
clothes for many years after abdominal, and even 
head, surgery had obtained their majority. This 
tardiness in development was due primarily to the 
fact that open pneumothorax, collapse of the lung, 
and the concomitant pheromenon known as medi- 
astinal flutter were so greatly feared by surgeons. 

Although these phenomena have not in themselves 
altered it has gradually been appreciated that they 
are of less importance than was formerly thought 
to be the case, and at the same time means for their 
prevention have been devised. In consequence ex- 
ploratory operations upon the chest may now be 
properly undertaken, and there are many indications 
that we are at the threshold of a period in which 
the surgeon will influence intrathoracic disease in 
a manner comparable to the present interference 
within the abdomen. 

- Thoracic surgery, though gradually developing 
before 1914, received a tremendous impetus from 
the war. The fact that large numbers of wounded 
were admitted to Casualty Clearing Stations and 
Evacuation Hospitals suffering from wounds of the 
chest wall and thoracic viscera, of varying degrees 
of severity, forced the surgeons working in these 
hospitals to attempt the removal of foreign bodies 
and to initiate reparative procedures to an extent 
which had never previously been contemplated. 

Although large “sucking wounds” of the chest 
wall were accompanied by symptoms of shock and 
collapse out of all proportion to the laceration of 
tissue, it was at the same time obvious that patients 
frequently lived for many hours during which a 
large amount of air was inspired into, and expelled 
from, the pleural cavity with each respiratory 
effort; this, too, in the presence of otherwise nor- 
mal pleural cavities not protected by the presence 
of adhesions. Also, extensive rib-spreading thoracot- 
Omies were undertaken with, for the most part, a 
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complete absence of terrifying signs of respiratory 
distress or of shock. 

As the result of war surgery, moreover, it was 
finally proved that the lung tissue itself was pecul- 
iarly resistant to ordinary trauma such as that which 
is inflicted in the course of operative procedures. 
Bleeding from the lung is comparatively easily con- 
trolled, and is, moreover, prone to spontaneous 
arrest. 

Graham and Bell appear to have been able to 
show by direct experiments that when pressure is 
made upon the lung in one half of the chest practi- 
cally the same pressure is transmitted to the lung 
on the unopened side. The normal mediastinum 
offers so little resistance that an alteration in pres- 
sure in one pleural cavity is accompanied by altera- 
tion of practically the same amount in the other 
pleural cavity. 

These authors have devised a formula which they 
believe permits the surgeon to know in advance 
what size of opening into the chest can be safely 
made. The size of this opening is dependent upon 
the relationship of vital capacity, tidal air, the nor- 
mal and maximum respiratory rate and the area of 
the glottis, (about 2.25 square centimeters). It is 
interesting to note that in accordance with their 
formula a man 5’ 814” in height, whose vital capa- 
city is 4800 should be theoretically able to with- 
stand a thoracic opening of about 67 square centi- 
meters, or 10 square inches, for as long a time as 
his respiratory muscles are able to maintain the 
maximum effort. This constitutes an opening suffi- 
ciently large for practically any form of intratho- 
racic interference, since it is unusual to have the 
whole of the wound opened to its maximum during 
the whole course of an operation, the gauze packs, 
instruments, and fingers of the operator very mate- 
rially diminishing the size of the opening. 

It must be borne in mind that an opening of ten 
square inches which, according to Graham’s formu- 
la, is compatible with safety in the adult male is 
possible only if the vital capacity is up to normal, 
and, on the other hand, that this limitation of the 
size of the opening is dependent upon a normal 
mediastinum. In the presence of adhesions fixing 
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the lung to the chest wall on the open side, or in 
the presence of a thickening of the tissues of the 
mediastinum rendering them less elastic than nor- 
mal, a larger opening may be made than, in view of 
the vital capacity, would otherwise be safe. 

All those who have induced artificial pneumo- 
thorax will be familiar with the fact that in. certain 
cases even a small amount of pressure within one 
pleural cavity has resulted in displacement of the 
heart, whereas in other cases in which adhesions are 
present pressures up to twelve or sixteen or more 
centimeters of water, may be induced without dis- 
comfort on the part of the patient or any evidence 
of displacement of the mediastinum either clinically 
or radiologically. 

In view of Graham’s contributions it is evident 
that it is of comparatively little importance in the 
normal chest whether one or both sides of the thorax 
be opened; although, of course, it must be borne 
in mind that it is the total of both openings which 
must be considered in determining safety to life. 

A serious effect of open pneumothorax is loss of 
heat. This is greater per unit of time than occurs 
in an extensive laparotomy. There can be no doubt, 
moreover, that the completeness of pulmonary col- 


- lapse with an opening into the chest wall, of a given 


size, is dependent in part upon the temperature of 
the outside air. It appears to be a fact that the 
lungs have a conservative power of active contrac- 
tion in order to minimize the heat loss from the 
blood stream when exposed to cold air. 

Open pneumothorax is accompanied by marked 
disturbances in the circulation. Aspiration of the 
heart fails and stasis results in the venous system. 
Yates has carried out experiments upon monkeys 
which have proven that the size of the opening 
which may be safely made in the chest wall is 
directly dependent upon the general well-being of 
the animal, especially insofar as this refers to the 
cardiac reserve. 

The phenomenon known as mediastinal flutter is 
that which arises when a large opening is made into 
the chest wall in the absence of adhesions and is 
characterized by a flapping of the mediastinal tis- 
sues. Under normal conditions contraction of the 


diaphragm, acting as it does as a piston of a pump, 
draws air through the glottis into the chest. When 
one-half of the chest is the site of an open pneu- 
mothorax the’ effect of the negative pressure caused 
by contraction of the diaphragm is accompanied by 
a collapse of that portion of the cylinder wall which 
is composed of the resilient mediastinal tissues. In 


consequence air is not drawn into the lungs, short- 
ness of breath is immediately manifest, and the re- 
spiratory effort becomes accelerated in rate. Thus 
with the piston of the pump acting rapidly the 


elastic wall of the cylinder is made to flap or flutter. 


Two methods for obviating collapse of the lung 
and mediastinal flutter in open pneumothorax are 
at our disposal: The pressure within the lung may 
be increased to a sufficient degree to overcome the 
pressure of the atmospheric air upon the surface of 
the lung, or a negative pressure chamber may be 
placed about the chest in such a way that the ex- 
posed lung is not subjected to a normal atmospheric 
pressure. 

Thoracic surgery received an important impetus 
as the result of the development of the method of 
intratracheal insufflation as devised by Meltzer and 
Auer. These authors proved that if air be intro- 
duced into the trachea under pressure a diffusion 
of gases within the bronchial tree and the pulmonary 
alveoli takes place to a sufficient degree to permit 
of the absorption of oxygen by the blood stream 
and the discharge of carbon dioxide. They showed, 
moreover, that if, to the air thus introduced there 
be added an anesthetic gas, such as ether, anes- 
thesia may be induced and maintained even though 
both pleural cavities be widely opened. 

Both experimental observations and clinical ex- 
periences, more particularly in France during the 
war, have proven that in healthy young adults com- 
paratively large openings may be made with safety 
in the chest wall. Nevertheless, it must be recog- 
nized that whenever extensive intrathoracic inter- 
ference is to be undertaken on the operating table 
the surgeon should have at his disposal one or other 
of the differential pressure methods of minimizing 


the untoward effect of open pneumothorax, which ’ 


unquestionably occurs when the opening in the chest 
wall is made larger than a certain maximum, or in 
patients whose cardiac reserve or vital capacity is 
low. 

Of the methods of differential pressure which 
have at different times been used, for practical pur- 
poses intratracheal and intrapharyngeal pressure an- 
esthesia are the only ones now employed. In larger 
hospitals electrically driven pumps for this purpose 
are always available. They are not, however, abso- 
lutely necessary as by means of foot- or even hand- 
bellows adequate pressure may be easily obtained. 

Although, unless the vital capacity of the patient 
be low, the presence of air in the chest wall at the 
completion of operation is not of any immediate 
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danger to the individual, it is apparent that the post- 
operative course in such cases is more likely to be 
stormy and to be accompanied by the exudation of 
fluid than in those cases in which prior to the com- 
pletion of operation the lung is distended and an 
air-tight closure with the lung in contact with the 
parietal pleura is accomplished. If this be not pos- 
sible the insertion of a needle after closure and 
exhaustion of the air by means of an aspirating 
bottle may be employed. 

Surgical interference in the treatment of thoracic 
disease is applicable in infections and injuries of 
the pleural and pericardial cavities; injuries, sup- 
puration, and gangrene of the lung; abscesses of the 
mediastinum; pulmonary tuberculosis to a limited 
extent; and tumors of the chest and intrathoracic 
structures. Diaphragmatic herniz, even though fre- 
quently treated by the abdominal route, should be 
considered a part of thoracic surgery. 

AcuTE EMPYEMA. 

The enormous number of cases of infected hemo- 
thorax that followed gunshot wounds of the chest 
during the war, and the high incidence of empyema 
as a complication of influenza during the epidemic 
of 1918, as well as the number of cases of empyema 
that occurred during the measles epidemic in certain 
of the army camps in the United States, stimulated 
much study of, and effort to control, suppuration 
in the pleural cavity. In consequence of the world- 
wide interest in this disease a most voluminous liter- 
ature was published. It is not my intention to 
attempt to review in any detailed fashion even a 
small proportion of these publications. I wish, 
however, to draw attention to certain of the prin- 
ciples which should now be applied in the treatment 
of empyema. 

There are two cardinal principles of surgery in 
the treatment, or rather guidance, of acute inflam- 
matory reactions: I, relief of tension in the extra- 
vascular tissues; 2, evacuation of the products of 
excessive inflammatory reaction. The presence of 
any considerable collection of tissue necrosis or 
polymorphonuclear leucocytes within the tissues 
commonly acts as a foreign body, and, as such, 
forms an irritating focus and a nidus for the growth 
of microorganisms. It must be removed if a rapid 
resolution is to be expected. The evacuation of pus 
from the pleural cavity is in accord with this gen- 
eral principle of surgical practice of removing' for- 
eign bodies. 

In order that a purulent collection may be com- 
pletely removed and its reaccumulation prevented, 


it is necessary, as is the case with other abscesses, 
that it be opened in its most dependent part. It is 
impossible to state in the individual case’ whether 
the eighth, the ninth, or the tenth, or any other rib, 
should be the site of approach. It is usually pos- 
sible to discover the proper point at which the chest 
should be opened. In order that the most satisfac- 
tory results may be obtained it is necessary that a 
sufficiently large opening be made to permit not 
only the evacuation of the fluid material, but also 
the removal of the fibrinous coagula’ which are 
usually present. If these be not removed manually, 
arrest of the reactionary process cannot be expected 
to take place until such time as, as.a result of the 
exhibition of ferment activity due to the leucopro- 
tease content of the pus itself, dissolution has been 
accomplished. This at best must be a slow process, 
and inasmuch as it is essential not only that the 
purulent material be evacuated and the cavity steril- 
ized but also that the artificial space created between 
the surface of the lung and the lining of the chest 
cavity be obliterated, (since unless this be accom- 
plished reinfection is almost certain to occur,) it 
is of great importance that the infective and inflam- 
matory processes be arrested before the lung has 
become fixed in its collapsed position. Each day 
suppuration continues within the cavity the lung is 
more firmly bound down, and its ultimate expansion 
more surely interfered with. 

In addition to the evacuation of the fluid pus and 


‘the extraction of the fibrinous clots, I am of the 


opinion that it is usually of advantage to thoroughly 
scrub both the lining of the chest wall and the sur- 
face of the lung in order that adherent fibrinous 
masses may be removed and to insure that even 
small loculi may be opened up. 

In order that adequate room may be obtained it 
is usually essential that a rib resection be performed. 
As a routine, procain (novocain) infiltration anes- 
thesia suffices to permit performance of the whole 
operation without inflicting pain. | 

The establishment of a water- and air-tight clos- 
ure of the chest wall about the drainage tube is of 


value but is frequently difficult to obtain and in the 


great majority of cases is not necessary. Therefore, 
although fully appreciative of both the theoretical 
and practical usefulness of negative tension drain- 
age of thoracic empyema, I employ it in selected 
cases only; when so employed I have used the 
method introduced in 1910 by Dr. E. M. Eberts, or 
the trocar and cannula designed by myself. 

The methods introduced by Morelli, Phillips, and 
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the Taylor brothers, have each something of special 
interest to commend them. 

It was a natural sequence of the employment of 
discontinuous irrigation of wounds by means of 
Dakin’s hypochlorite solution according to Carrel’s 
technic that this method should be used in at- 
tempts to assist the sterilization of infected pleural 
cavities. Whatever may be the manner of action of 
this technic in the treatment of ordinary infected 
wounds there can be little doubt that in empyema at 
least, its chief function is due to the property of the 
hypochlorite solution to bring about dissolution of 
dead organic materials, such as fibrin and pus cells. 
I have made it a practice to employ this method in 
all cases not complicated by bronchial fistule. 

CHRONIC EMPYEMA. 

In my experience in the treatment of chronic 
empyemas the causes of failure to heal have been, 
in order of apparent importance: (1) thoracotomy 
above the lower limit of the chest cavity; (2) the 
too long employment of drainage tubing; (3) the 
presence of dead bone fragments from exfoliating 
rib ends; (4) bronchial fistula; (5) inability of the 
lung to expand. 

Inability of the lung to expand following em- 
pyema is dependent upon three factors: (a) fibrosis 
of the lung as a result of interstitial inflammation ; 
(b) obstruction of bronchioles as a result of the 
inflammatory reaction which prevents the entrance 
of air into portions of the lung and a consequent 
atelectasis of those parts; (c) the thick inelastic coat 
of exudate (and of new fibrous tissue) which covers 
the exposed surface of the lung and limits inflation. 
(Graham. ) 

Although with proper care the number of cases 
of chronic empyema that will present themselves for 
treatment should be reduced very materially, there 
will doubtless always remain a certain number of 
these difficult cases. I have had an unusual oppor- 
tunity of studying this type of case during the past 
three and one-half years since my service at St. 
Anne’s Military Hospital has been made a center 
for these cases. It would be impossible within the 
space of this contribution to discuss in detail the 
causes for the persistence of infected open pneumo- 
thorax, and the methods of treatment that have been 
found most useful. A report of 25 cases has 
already been published in the Canadian Medical 
Association Journal, June, 1921. 

When a case of chronic infected open pneumo- 
thorax presents. itself at our clinic, following care- 
ful physical and radiologic examination, exploratory 


thoracotomy has been performed as a routine in 
order to determine the size of the cavity and the 
thickness cf the membrane covering the lung, and 
to prove the absence or otherwise of foreign bodies. 
It has frequently been discovered in this preliminary 
operation that the drainage opening has not been 
dependent and that a residual amount of purulent 
material is dammed back. Following this explora- 
tory operation the cavity is subjected to discontinu- 
ous irrigations with Dakin’s solution. This is em- 
ployed four or five times in twenty-four hours, and 
during its instillation the patient is so postured that, 
se far as possible, the whole of the abscess wall may 
be brought into contact with the fluid. Although 
our results have not been so spectacular as those 
reported by Dépage, Graham, and others, the em- 
ployment of hypechlorite solutions have unquestion- 
ably been of value and, in several cases, long-stand- 
ing cavities have comparatively rapidly and perma- 
nently healed under this method of treatment. In 
any event partial sterilization of the cavity in this 
way should be employed before more radical opera- 
tive procedures are undertaken. 

If after a reasonable period—three to six weeks— 
it seems improbable that the cavity will become ob- 
literated without further interference the operation 
of decortication* cr pneumolysis should be under- 
taken. Our results in the performance of this oper- 
ation have been most satisfactory. If the patient’s 
general health is sufficiently good an extensive tho- 
racotomy is performed so that full visual control of 
the chest cavity is obtained and the membrane cover- 
ing the lung removed. If the patient be, as is often 
the case, poorly nourished and anemic the perform- 
ance of the thoracotomy can be divided into two 
stages, and the decortication performed at a third 
operation. Little or no shock accompanies the actual 
cperative interference within the chest cavity, 
although the resection and cutting of the ribs in 
order that exposure may be obtained may be accom- 
panied by smart hemorrhage. 

If decortication is not successful in that expansion 
of the lung does not occur, or if for any reason it is 
impossible, either a collapsing operation of the chest 
wall of the Schede or Estlander type, or the opera- 
tion of sliding flaps devised by Beck must be em- 
ployed, although in my own experience as well as 
that of others the results of such operations are by 
no means satisfactory. 

*T have thus far not employed the method of “‘chemical decortica 


oe by Keller, Annals of Surgery, November, 1922, 
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PuLMoNnary TUBERCULOSIS. 

Though perhaps not to be considered as a sur- 
gical procedure the induction of artificial pneumo- 
thorax is the most commonly employed mechanical 
interference with the contents of the chest cavity. 
This procedure has already attained a firm footing 
as a useful method for ensuring rest for the diseased 
lung in cases of pulmonary tuberculosis. There is, 
however, a certain proportion of cases in which, 
although the induction of artificial pneumothorax 
appears to be indicated, the procedure is rendered 
impossible on account of adhesions between the 
pleural layers which prevent collapse of the lung. 
In such cases an attempt has been made to decrease 
the size of the chest cavity upon the affected side by 
means of an operation which has been designated 
as extrapleural thoracoplasty or columnar resection 
of ribs. By-means of this operation, subperiosteal 
resection of ribs is made from the tenth upward to 
or including the first and second. Immediately 
there occurs a falling in of the operated side of the 
chest, the lung is consequently compressed, and an 
opportunity is offered for the walls of cavities to be 
brought into apposition, and thus healing by obliter- 
ation is rendered more possible. In addition not 
only is the chest cavity diminished in size by this 
procedure, but the respiratory effort on the operated 
side is inhibited to an important degree. 

My personal experience in this type of case has 
been very limited. I have, however, been privileged 
to follow the work which has been carried out by 
E. W. Archibald of Montreal, and to be associated 
with him in the treatment of a small number of 
cases. Archibald’s experience in the treatment of a 
large number of cases by this method has convinced 
him, and those who have been in a position to fol- 
low up the results obtained, that if care is made in 
the selection of cases for operaticn such interference 
is not accompanied by any great danger to the indi- 
vidual, and that with proper post-operative treat- 
ment favorable results are obtained in a sufficiently 
high proportion of cases to more than justify the 
procedure. 

From time to time during the past thirty years 
attempts have been made in a small number of cases 
by different surgeons to treat pulmonary tuberculo- 
sis by radical excision of the diseased focus. For 
the most part, only such cases as were well developed 
and were considered hopeless were subjected to 
Operation. It is not surprising, therefore, that the 
results obtained were very discouraging, and that 
the procedure has in recent years been abandoned. 


Although I have had no personal experience in the 

treatment of such cases by operative means, I am 

convinced that, in view of the important improve- 

ments in intrathoracic operative technic and a 

better appreciation of the mechanics of respiration, 

the time has come for a reopening of the subject. 
ABSCESS. 

Hitherto there had been no standardization of 
treatment of pulmonary abscess. This is due in 
part to an insufficient knowledge of the pathology 
and the difficulty in the individual cases in making 
an accurate diagnosis of the type of lesion present, 
and to the fact that, whereas a small group of cases 
unquestionably heals spontaneously, another larger 
group does not respond to any form of treatment 
whatever.- 

Careful history, physical examination of the pa- 
tient as this concerns both the thoracic condition 
and the general health, and +-ray examination, must 
be complete, for variations in the type of case must 
be met by different methods of treatment. Thoracot- 
omy and drainage of the lung abscess through the 
chest wall, though the method which has been mosi 
generally adopted, has very definite limitations not 
the least of which is the formation of a bronchial 
fistula. It is impossible to state in what proportion 
of cases of those which recover this sequel is found. 
This treatment, however, is often difficult and is by 
no means devoid of danger. Thoracotomy and di- 
rect attack upon the abscess is the method which is 
obviously indicated in abscesses associated with en- 
capsulated empyema, and in those cases in which the 
abscess is situated toward the periphery of the lung. 
In such cases the bronchiole into which the purulent 
collection ruptures is likely to be too small to per- 
mit the expectoration of the sphacelous which forms 
during the progress of the disease. 

The induction of artificial pneumothorax, during. 
the past three years, has been the method of choice 
in the treatment of intrapulmonary suppuration at 
the Montreal General Hospital. Results have been 
by no means perfect, but have appeared to be at 
least as good as those obtained by means of thoracot- 
omy, and, in as much as, the induction of pneumo- 
thorax per se prevents the formation of adhesions 
and consequent obliteration of the pleural cavity, 
we believe that the method is of real value. Of its 
limitations the most important is that the condition 
must be adequately draining through a bronchus. 
Pneumothorax alone is not sufficient in the presence 
of foreign bodies or massive necrosis. It cannot be 
employed in the presence of strong adhesions. Local 
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adhesions are not a contraindication as these will 
attenuate and finally give way. Care must be taken 
in inducing collapse of the lung in order that inter- 
ference with drainage though the bronchial tree be 
not interfered with’ through distortion of the latter. 

Probably the most interesting contribution to 
lung surgery of recent years has been in the develop- 
ment of bronchoscopic technic. More particularly 
under the leadership of Chevalier Jackson of Phila- 
delphia instruments have been perfected and the 
-results obtained in the abstraction of foreign bodies, 
even from the small bronchioles, which are to the 
uninitiated little short of marvellous. During the 
past year familiarity with this method of approach 
to the interior of the pulmonary tissue has led to the 
effort to treat, directly through the bronchi, pul- 
monary abscesses. During the past year at the 
Montreal General Hospital ten or twelve cases have 
been thus treated by R. P. Wright. The length of 


time since the introduction of the method is still . 


short and we are not prepared to announce definite 

-conclusions. Suffice it to state that results in several 
cases have been almost miraculously good, and we 
believe that by means of bronchoscopy there has 
been added a most important method of treating this 
extremely difficult group of cases. 

Through the bronchoscope the origin of the puru- 
lent exudate is identified, the stem of a suction ap- 
paratus is thrust into the base of the abscess, and 
the cavity then’ filled with an antiseptic oil. The 
procedure is carried out without an anesthetic and 
causes the patient but little discomfort. In no case 
have patients been unwilling to subject themselves 
to second and later bronchoscopies. 

In my opinion the next few years will see the 
lobectomy, either total or partial, for a number of 
different pulmonary conditions, become an accepted 
- procedure. In this connection Lilienthal’s recent 
report of a series of 31 cases of pulmonary abscess 
treated by means of lobectomy is of the greatest 
interest, and is of very real import in the advance 
of thoracic surgery. That this operator was able 
to cure more than half of the patients operated upon 
is to say the least suggestive, although the mortality, 
forty-two per cent, will of necessity cause medical 
men to hesitate in recommending this radical method 
of treatment. : 


GASTROSTOMY FOR CARCINOMA OF THE ESOPHAGUS. 

Cancer of the esophagus kills before the obstruc- 
tion becomes complete, and in most cases the patient 
can swallow fluids. Gastrostomy can do no more 
than that. It will obviate such of the pain as is caus- 
ed by the swallowing of food, but so will morphine. 


TONSILLECTOMY AND ITS COMPLI- 
CATIONS. 


Cuartes F. Kuun, M.D., F.A.C.S., 


Surgeon to The Samaritan Hospital. 
Detroit, MicH. 


The average paper read before a medical society 
rings with optimism. Seldom one hears the nega- 
tive side of a subject presented; the author would 
fear being considered a pessimist. It is, therefore, 
with an apology that I present this subject here. 

There seems to have occurred a tidal wave 
throughout the country for tonsillectomy in chil- 
dren and adults, without regard to age resistance or 
probable idiosyncrasy. This leads me to ask what 
indications should lead to the diagnosis of tonsillar 
disease? Should the mere presence of a tonsil war- 
rant its temoval? 

It has been said there are 50,000 children with 
diseased tonsils in the schools of Detroit. The diag- 
nosis in these cases is based upon the presence of 
tonsils, the amount of protuberance towards the 
pharynx or the evidence of mouth-breathing. Only 
those tonsils in children that show signs of conges- 
tion, inflammation, or hypertrophy should be re- 
moved. ‘This includes tonsils in children who are 
mouth-breathers, snore when asleep, are hard of 
hearing, are susceptible to colds and coughs, rhinitis, 
otitis media, are restless, nervous or backward in 
school. Adults suffering from septic tonsils should 
also have them removed. 

It is most essential that a careful examination of 


the heart and lungs be made to eliminate heart 


lesions, aneurism, tuberculosis, or bronchitis, and 
laboratory tests to detect anemia, nephritis, diabetes 
and syphilis. Acidosis in children is not uncommon. 
Determination of the blood coagulation period 1s 
very necessary. If more than three minutes is re- 
quired for the blood to coagulate, the operation 
should be deferred until the coagulation period is 
reduced to normal. 

The patient should be prepared the day before 
the operation with a light supper of bread and milk, 
and a cathartic should be given at bedtime. Nothing 
is given on the morning of the operation. The 
mouth and teeth are cleaned, the nose sprayed with 
an alkaline solution, then swabbed with an antisep- 
tic. A hypodermatic injection of atropine to dry up 
the secretions is given one half-hour before the ad- 
ministration of the anesthetic. 

The anesthetic of choice is ether, unless the pa- 
tient has bronchitis or nephritis, in which conditions 
chloroform is given. The anesthetic should be ad- 
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ministered by one accustomed to tonsil cases. The 
operation can best be done in a hospital where the 
patient can be controlled before and after the opera- 
tion. 

If the operation is performed in a home a nurse 
should stay with the patient for twenty-four hours, 
as a secondary hemorrhage occasionally occurs. 

Adults, if not too nervous, are given a local anes- 
thetic, preferably procaine (novocaine). Morphine 
and atropine are given one-half hour before the 
operation. 

The snare method is employed. Following the 
operation the patient is put to bed and kept quiet 
for twenty-four hours. If there is a tendency to 
bleed, an ice collar is applied to the neck. Calcium 
chloride, coagulose, or adrenaline hydrochloride is 
used locally if oozing continues. 

The throat is gently cleansed every two hours 
with saline solution or 25% solution of grain alcohol. 

Very little food is given for the first twenty-four 
hours. Patients enjoy ice cream or ice cream soda 
several hours after operation. They are cool and 
nourishing. 

Who shall perform tonsillectomy? It matters not 
whether the operator be a throat specialist, surgeon, 
or general practitioner. He should possess a natural 
aptitude, be skilled in his technic and above all con- 
scientious. 

There appears to be a tendency to minimize the 
danger of tonsillectomy. Children and adults are 
permitted to go out a few hours after their opera- 
tion, are allowed to eat anything they care to, dis- 
regarding the post-operative shock, lowered vitality 
and raw surface exposed. I believe this laxity to 
be harmful and dangerous, predisposing to the vari- 
ous infections and complications frequently en- 
countered. I cite a few cases illustrating the con- 
tentions. 


My attention was aroused to the necessity of com- 
plete examination including culture and blood coag- 
ulation in 1917 while at the Base Hospital at Camp 
Mills, Long Island, N. Y. A strong, healthy young 
line officer had tonsillectomy performed under local 
anesthesia by a throat specialist attached to the hos- 
pital staff. Post-operative hemorrhage occurred 
and before it was controlled he had lost a great 
amount of blood. When I saw him he was almost 
exsanguinated. This young officer was incapacitated 
for months. There had been no laboratory tests 
made in his case. 

Mr. D., age 31, salesman, had tonsillectomy per- 
formed in his home. Post-operative hemorrhage 


occurred. He was sent to the hospital, nervous and 
exhausted. The amount of blood lost caused a pro- 
found anemia. Transfusion of blood was performed. 


Months after the operation he was still pale and 
weak. His surgeon had no knowledge of the coagu- 
lation period of his blood, and gave no instructions 
for his post-operative care. 

Miss B, age 22, housemaid, had hypertrophied ton- 
sils. Previous health good. Tonsillectomy per- 
formed at office under local anesthetic. There was 
practically no bleeding when the operation was com- 
pleted. She remained on a cot at the office for three 
hours then was taken to her home in an automobile 
with instructions to remain quiet. Four hours later 
I was called urgently. I found her pale and ner- 
vous, spitting up mouthfuls of blood. The family 
were very much excited and it was with difficulty 
that I gained control of the girl and checked the 
bleeding. I sent her to the hospital in an ambulance 
and that ended the bleeding. Fear and anxiety 
cause relaxation and a tendency to bleed. This case 
cured me of tonsillectomies in the office. 

I shall never forget a handsome boy of II years 
walking into the operating room with a smile, 
anxious to have his tonsils and adenoids removed. 
He was given ether by the drop method. One ton- 
sil had been removed and the operator was freeing 
the other tonsil from its bed, when suddenly his 
face turned pale, his pupils dilated and he stopped 
breathing. All efforts at resuscitation failed. He 
was dead. This boy was suffering with status 
lymphaticus. If a careful examination had been 
made of his heart, chest and neck, the condition 
might have been discovered. 

A 5 year old child vomited while taking the anes- 
thetic for the removal of his tonsils. Suddenly he 
became cyanotic. During the act of vomiting a 
chunk of meat had lodged in his pharynx and was 
accidentally discovered and removed. The child 
might have died in consequence of the accident and 
the doctor would have been blamed, although the 
mother had been instructed to give but a very light 
supper and a cathartic at night, and no breakfast on 
the morning of the operation. These instructions 
were disobeyed. The child was brought to the hos- 
pital on the morning of the operation. The con- 
scientious and careful surgeon will not entrust the 
preparation to the family. 

A boy, 13 years old, was brought to the office 
for tonsillectomy. He had been prepared according 
to instructions given his mother. His physician ad- 
ministered a mixture of chloroform and ether. Sud- 
denly the boy stopped breathing, his pupils became 
dilated, his skin cyanotic, cold and clammy, and the 
jaws relaxed. To all appearance he was dead. Had 
it not been for ample expert assistance he would not 
have been revived. This boy had a feeble heart, 
which had been overlooked. | 

Mr. K., age 23, laborer. Tonsillectomy per- 
formed for relief of diseased tonsils. On the 
fourth day he developed nausea, pain in the epi- 
gastrium, tenderness over the lower right abdom- 
inal quadrant, temperature 101°, pulse 120, white 
blood cells 15,000, polymorphoneucleurs 70%. Op- 


eration revealed acute suppurative appendicitis. In ° 
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this case a throat culture might have revealed strept- 
ococci or staphylococci in large numbers. — 

Mr. W., age 30, butcher. Had always enjoyed 
good health until the fall of 1919 when he had an 
attack of tonsillitis. Shortly after his recovery ton- 
sillectomy was performed in his home without lab- 
oratory examinations or general examination. He 
did not get along well after the operation. He had 
chills, fever, cough and pain in his chest. He was 
treated for pneumonia. I saw him three months 
after the operation. There was dullness over the 
middle of the left lung and some rales. His breath 
was foul and he expectorated offensive pus. He was 
anemic, slept very little and perspired day and night. 
Diagnosis; Lung abscess. Several unsuccessful at- 
tempts were made to perform artificial pneumo- 
thorax. Later an attempt to drain the abscess by 
thoracotomy proved fatal. 

Miss K., age 21, stenographer, had been in good 
health except for an irritable throat. Tonsillectomy 
was performed in a prominent hospital. She was 
prostrated. She remained in the hospital for five 
weeks, then went to the home of a friend. I saw 
her nine weeks after the operation. She had lost 
weight, coughed, expectorated, had fever and night 
sweats. Three months later she died from tuber- 
culosis. 

W. S., age 11 years, school boy, had always been 
healthy before the removal of his tonsils and ade- 
noids, which had been suggested by the school nurse. 
The operation was performed at his home. His 
convalescence was stormy, he complained of sore 
throat for several weeks, coughed, refused to eat, 
was alternately chilly and warm, had night sweats, 
lost weight and strength. When seen several months 
after the operation he had advanced pulmonary 
tuberculosis. Had a careful examination of his 
chest, study of his temperature and culture from his 
nose and throat been made, tuberculosis might have 
been discovered and the above precipitation fore- 
stalled. 

M. S., married, age 29, machinist, complained of 
numerous attacks of tonsillitis, followed by painful 
joints. He was referred to me for tonsillectomy. 
The only laboratory tests were urinalysis and deter- 
mination of the coagulation time of the blood. Fol- 
lowing the tonsillectomy he complained of pain and 
swelling in the throat. He was unable to swallow 
food. At the end of four weeks great masses had 
formed in the tonsillar spaces. Wassermann reac- 
tion proved four plus. Antisyphilitic treatment 
caused the gummatous masses to disappear, and the 
general physical condition was much improved. Had 
a Wassermann test been made before the operation 
_much distress and embarrassment would have been 
avoided. 

M. H.,’age 42, Swede, machinist, whose previous 
health had been good, noticed a small nodule in the 
side of his neck, but otherwise was in perfect health. 
He was advised to have his tonsils removed in the 
hope of retarding the cervical adenitis. Following 


the tonsillectomy, which was done in a well known 
hospital, the right side of his neck became swollen 
and indurated. There followed rapid emaciation, 


cachexia and metastasis. Diagnosis: Lymphosar- 
coma of cervical glands. This case should have been 
given the benefit of consultation and kept under ob- 
servation. 

H. C., age 18, student. Tonsillectomy performed 
July 18, 1921. The patient complained of pain in 
his throat for eight or ten days following the opera- 
tion. His appetite was poor and he had chills fol- 
lowed by fever. On the tenth day after the opera- 
tion the right side of his face began to swell. There 
was tenderness over the right supraorbital arch, he 
compiained of headache and was very restless. Sev- 
eral days later there appeared fluctuation over the 
right supraorbital arch. The right eye was closed 
and the whole side of the face was swollen. Under 
anesthesia an incision permitted the discharge of a 
large amount of pus. The periosteum on the frontal 
bone was denuded. Diagnosis: Periostitis of the 
frontal bone and supraorbital arch. The convales- 
cence in this case was very slow. In spite of drain- 
age, irrigations of Dakin’s solution, vaccines and 


- medication he was incapacitated for several months, 
‘This youth, I believe, had an infection in his nose 


at the time of operation which found easy access to 
the raw surface in the post-nasal pharynx and ton- 
sillar area. Careful examination and culture from 


‘nose and throat should have been employed. 


Miss M., age 30, stenographer, had frequent 
catarrhal colds in her head and throat. Tonsils, 
hypertrophied and cryptic, were removed by the 
snare method, under ether anesthesia. Following 
the operation she suffered severe pain in her head. 
For six days the frontal headache was so severe that 
morphine had to be resorted to. Transillumination 
and +-ray examination revealed marked frontal sin- 
usitis requiring operation. I believe this complica- 
tion was precipitated by the anesthetic, lowered vital- 
ity and infection. 

A young singer claiming ‘to have possessed a fine 
voice, had her tonsils removed two. years ago. She 
states that she is unable to carry tone notes ever 
since her operation. When I examined her throat 
it appeared normal. She is depressed and very des- 
pondent in consequence and charges the operator 
with ruining her career. That this young lady is 
neurotic should have been discovered before opera- 
tion. A neurologist might have advised against ton- 
sillectomy. 

There is no more striking evidence in the whole 


realm of surgery than the improvement following 
tonsillectomy and adenoidectomy where indicated. 
Pale, anemic, nervous and undeveloped children are 
transformed into robust, calm and healthy young- 
sters. Those backward in school become normal and 
manifest a marked mental awakening. Coughs, 


headaches, rheumatic pains in joints or muscles, 


sciatica, neuralgia or pleurisy often clear up after the 
removal of septic tonsils. I have seen several 
goiters disappear after tonsillectomy. 

The plea I make is for a more conservative esti- 
mation of the patient when considering the removal 
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of the tonsils and adenoids. Tonsillectomy is a 
major, not a minor operation. We should be ever 
mindful of the many dangers of morbidity or mor- 
tality. History, physical and laboratory examina- 
tions should be complete. The preparations should 
be as thorough as for any major operation. I insist 
upon the patient entering the hospital not later than 
three o’clock the day before operation. This as- 
sures control of the diet, enables all laboratory tests 
to be made, and provides rest and observation. 
WarREN CLINIC, 90 WARREN E. 


CHOICE OF OPERATION IN CHRONIC 
PEPTIC ULCER.* 
RicHarp A. Barr, B.A., M.D., F.A.C.S., 


NASHVILLE, TENN. 


The known facts concerning the etiology of 
chronic peptic ulcer are few. In fact we know noth- 
ing positive. There is an apparent connection be- 
tween peptic ulcer and acidity (not necessarily hy- 
per-acidity) of the gastric juice. Upon this appar- 
ent connection the medical treatment is based, and 
much of our surgery is based on an effort to make 
alkalinization, or great reduction in acidity, perma- 
nent. We do not know just how medical treatment 


effects a cure, and we do not know when the cure is | 


established. Our information as to the method and 
completeness of cure by indirect surgery is just as 
indefinite. 

We do know that an ulcer which has been removed 
is cured, though, of course, the patient may not be, 
for ulceration may result in the suture line, and 
many factors of a general or local nature may inter- 
fere with restoration to health. 

We do not know when an ulcer becomes surgical. 
Always the personal human equation (professional 
and lay) cuts a large figure in determining when sur- 
gery is indicated in chronic conditions, subject to 
long intervals of spontaneous relief from symptoms, 
and apparently capable of medical cure in a large 
per cent. of cases. W. J. Mayo says that peptic 
ulcer becomes surgical after nine or ten permanent 
and complete medical cures—a humorous statement 
provoked by the long history of digestive disturb- 
ance in the ulcer patients coming to the Rochester 
Clinic. However, for our present purposes this 
criterion will do as well as any. If the surgeon 
cures the patients with ulcer who finally come to him 
it will not long be necessary for him to fight for 
recognition of the value of surgery. Even the 
deaths in desperate risks will not be counted against 
us if we cure those who make operative recoveries. 
~ *Read before the Nashville Academy of Medicine, October 24, 1922. 


My own idea of a surgical cure is not one giving 
merely complete relief of symptoms for a period of 
time nor does it involve a year of careful medical 
postoperative treatment. This last sounds too much 


like the eleventh permanent and complete medical 


cure, 

Eusterman of the Mayo Clinic says: (Journal of 
the A. M. A., October, 1921) “it seems safe to pre- 
dict that the pooling of all therapeutic resources will 
prevail over the present tendency of surgeons to in- 
stitute newer and more radical measures of surgical 
technic.” If it takes the pooling of all therapeutic 


resources to cure a patient after operation it seems 


to me safe to predict that new measures, even if more 
radical, will have to be instituted, and that our pa- 
tients will back us up in making the change. Only 
a few can afford the luxury of medical treatment 
followed by surgery and then a final medical cure. 
Then too few surgeons will find it feasible to estab- 
lish “fa diet kitchen where they (patients) will be 
taught how to prepare their food properly and how 
to live.” The ordinary surgeon with the ordinary 
patient will have to find some more simple way out. 

In this discussion of the surgery of chronic gas- 
tric and duodenal ulcer let us assume the presence of 
the lesion. 

Let us assume that medicine has failed to make a 
cure and that the patient and his physician are con- 
vinced of this fact, and that all parties are willing 
to accept the surgeon’s advice. 

Let us assume that there is no constitutional con- 
dition that makes it impossible for the patient to 
enjoy normal living if his ulcer is cured. 

Let us assume that all appendiceal and gall-blad- 
der disease has been removed or can be removed co- 
incidently with the stomach surgery. 

Let us assume that all foci of infection in the 
teeth, tonsils, bone sinuses, etc., have been thorough- 
ly eradicated. 

Let us still further assume that our patient has 
been “wet up” and “pepped up” with glucose or 

‘ood or both, and has been gotten in the class of 
reasonable surgical risks. 

With all these advantages and concessions we 
still have quite a responsibility in the mere matter of 
selecting the operative procedure. 

We no longer have authority back of us in per- 
forming simple gastro-enterostomy whether the ul- 
cer be gastric or duodenal. We not only have not 
the weight of authority, but we are practically with- 
out any authority whatever. For ulcer of the stomach 
this operation no longer has a friend. It gives re- 
lief in not more than half of these cases, and in cases 
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that are relieved it gives no protection from cancer, 
which is either already present or will develop in 
4 per cent. or more of cases in which it is not even 
suspected at operation. 


In the matter of duodenal ulcer the Mayo Clinic. 


has long been the proponent of what might be called 
conservative surgical treatment. Yet W. J. Mayo 
says (Journal of the A. M. A., July 1, 1922) “in- 
creasing experience enables one to ‘prognosticate 
which ulcers of’ the duodenum should be excised. 
The practice of excising certain types of ulcers of 
the duodenum, and of combining the excision with 
the excellent pyloroplasty of Finney is becoming 
more and more prevalent.” It is useless to multiply 
opinions, but there is plain evidence in recent litera- 
ture that the surgery of duodenal ulcer is becoming 
more aggressive in the hands of those who were con- 
vinced a few years back that gastro-enterostomy per 
se was sufficiently satisfactory. 

There is one point about gastro-enterostomy that 
has seemed to me to somewhat impair its value even 
if we could count on its being curative. Gastro- 
enterostomy seems to be a bad thing if done in the 
absence of ulcer, sufficiently bad for the Mayo Clinic 
to undo several hundred. If these stomachs thus 
reoperated upon were normal then gastro-enterost- 
omy must be a bad thing, after it has cured the ulcer, 
for the patient who has otherwise a normal stomach. 
If these patients were all neurasthenics, then it 
must at least be bad for the neurasthenic stomach, 
and it is certainly contraindicated in the neuras- 
thenic who actually has a duodenal ulcer. Propon- 
ents of gastro-enterostomy should mention this con- 
traindication. Any operation that is expected to ef- 
fect a cure of a disease and of the patient should not 
produce marked disability when done on a normal or 
even on a neurasthenic individual. 

There is no very satisfactory way, certainly no 
way complimentary to all concerned, for explaining 
the amazing differences still existing in results by 
different surgeons of wide experience in ulcer sur- 
gery. The one evident fact that becomes each year 
more clear is that there is a decided tendency to more 
_ thorough and direct measures for the eradication of 
the ulcer itself, and to so far as possible relieve and 
prevent a recurrence of the conditions originally 
producing it. 

This tendency to direct surgical attack is apparent, 
thotigh each large series of cases reported, whatever 
the technic employed, carries that time-honored per- 
centage of 70 to 80 cured, and some 20 or 15 per 
cent. improved. I have seen this same percentage 
given for so many varying abdominal conditions, 


some real, some unreal (Jackson veil, incompetent 
ileo-cecal valve, cecum mobile, for instance) that it 
no longer produces a comforting outlook for me. 

With regard to chronic, indurated ulcer of the 
stomach there is no difference of opinion on one 
point. All agree that, surgical risk aside, pylorect- 
omy or, rather, partial gastrectomy, with resection 
of the ulcer when proximal to the removed area, 
with Polya or Moynihan union of the stump to the 
jejunum is the most completely and permanently 
curative operation. It removes the existing ulcer, it 
prevents the development of gastric, duodenal, gas- 
tro-jejunal or jejunal ulcer, it prevents the develop- 
ment of cancer in its area of election, it permanently 
reduces acidity of the gastric juice (below 20 with 
no free acid), and yet it does not produce diarrhea 
or disorder of function in the small intestine. Moy- 
nihan now does partial gastrectomy as a routine in 
chronic gastric ulcer and has had two deaths in his 
last 118 cases (Lancet, February, 1922). 

When we come to duodenal ulcer we find no 
unanimity of opinion on any special procedure. 

About the time others begin to say pleasant things 
about the Finney gastro-duodenostomy, Finney him- 
self comes forward with the statement (Journal of 
the A. M. A., July 1, 1922) that he does not advo- 
cate the operation, though he thinks that when it can 
be combined with resection of the ulcer it offers 
something to think about. On theoretical grounds 
the possibility of resection of the ulcer would be the 
real indication for gastro-duodenostomy, for increas- 
ing the capacity of the pyloric orifice could hardly be 
figured as exerting a curative effect on an_ ulcer 
situated beyond it. The suture line is subjected to 
the action of the gastric juice and with less chance 
of this being diluted with bile and pancreatic secre- 
tion than in the case of gastro-jejunal stoma. The 
disturbance of anatomical relations by gastro-duo- 
denostomy is considerable—angulation and drag are, 
to say the least, difficult to escape. 

Resection of a duodenal ulcer by Finney’s opera- 
tion or any other method is not always feasible. The 
same is true of cautery destruction. The posterior 
wall of the duodenum may be involved. The duo- 
denal wall may be extensively edematous and friable. 
The organ may be fixed by dense adhesions. Mobi- 
lization may be out of the question. Unfortunately, 
these are the cases which, according to all opinion, 
gastro-jejunostomy alone is least apt to cure. Just 
here surgical advice fades into generalities or noth- 
ingness. 

What shall we do for “bleeding” ulcer of the 
duodenum which it not “feasible” or “possible” to 
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excise? If we solve this question we have mastered 
the whole situation. 

The inevitable next step, when cautery or knife 
removal of the ulcer is impossible, involves pyloric 
exclusion. Besides the protection from mechanical 
and chemical irritation afforded to the ulcer left in 
pyloric exclusion improves our chances for remov- 
ing the ulcer, for we can close the bowel and depend 
on more or less unsatisfactory tissue to hold sutures 
at the end not subjected to the strain or peristaltic 
effort, when we would not dare to simply diminish 
the bowel lumen. 

Pyloric exclusion and gastro-jejunostomy leaves, 
unfortunately, the threat of peptic ulcer in the 
stomach or jejunum or both. It leaves the favorite 
site for the development of gastric cancer. Whether 
or not we accept Edkins “gastrin” theory, the role 
played by the pyloric end of the stomach in the de- 
velopment of peptic ulcer as well as of gastric can- 
cer is conceded by all. After partial gastrectomy 
cancer of the stomach is rare and peptic ulcer almost 
unknown. 

The risk of partial gastrectomy is little greater 
than that of pyloric exclusion. Moynihan has al- 
ready reduced his mortality in partial gastrectomy 
for the much more difficult gastric ulcer to less than 
2 per cent. He could probably do partial gastrect- 
omy for duodenal ulcer with even a lower mortality, 
though he might not equal his own present rate in 
duodenal ulcer of one half of one per cent. 

When it is established that average skill and ex- 
perience can obtain results approximating this, and 
when our courage equals our skill, I believe that the 
leaders in gastric and duodenal surgery will no more 
leave an unobstructed pylorus in duodenal ulcer 
‘Whether the ulcer itself can be removed or not) 
than our gynecologists would leave the uterus in 
double tubo-ovarian abscess. Furthermore, I believe 
that pylorectomy will be as uniformly accepted as 
the best practice in one condition, as is removal of 
the cervix along with the body of the uterus in the 
other. 


Bitrary INFECTION AND CHOLELITHIASIS. 


Biliary infection is antecedent to cholelithiasis. 
From this point of view gall stones are mere accidents 
in an important pathological process. They are by- 
Products of bacterial action in the bile ducts ; in other 
words, they occur in some cases of. infective cholan- 
gitis. And if they occur more frequently in the gall 
bladder it is only because the gall-bladder furnishes 
the conditions most favorable for bacterial growth. 
—Joun W. Stuss in The se of the Indiana 
State Medical Association. 


ORTHOPEDIC ASPECTS OF POLIOMYE- 
LITIS.* 
CLARENCE E. Coon, M.D., F.A.C.S., 
Syracuse Clinic. 

The after-care of the victims of infantile paralysis 
is exceedingly important. It is altogether too often 
entirely neglected, and for one reason and another 
no effort is made to preserve or improve the func- 
tion of the damaged muscles; there are many, very 
many, cripples wholly dependent upon the charity 
of relatives or the municipality, who under the proper 
care, could have become self-sustaining citizens and 
an asset to the community, rather than an economic 
loss. | 

Any one at all familiar with the general situation 
in regard to cripples will agree with me that the fore- 
going statement is in no sense an exaggeration. They 
will also agree with me that it is difficult to formu- 
late a working plan which will give all these handi- 
capped individuals at least a fighting chance. There 
are many obstacles; financial difficulties are very 
often very prominent, ignorance or superstition of 
the parents; the ready acceptance by the parents of 
glowing promises of cures, also the ignorance of the 
doctor in regard to diagnosis is serious. The lack 
of adequate facilities for the after-care of paralytics 
even when not hampered by financial or other 
obstacles should be remedied. 

The State is doing a great deal for the blind in its 
various institutions for the care and education of 
these unfortunates; the State provides extensive in- 
stitutional care for the mental cripples, the insane 
and the feeble-minded. People afflicted with tuber- 
culosis in its various forms can get excellent care 
and treatment in state institutions. With the excep- 
tion of one hospital, overcrowded at all times, there 
is no place in the State of New York where the 
paralytic can receive treatment comparable to these 
named. Why this discrimination against the crip- 
ple? A very large portion of all cripples are mental- 
ly alert and quick to absorb information and educa- 
tion if it can be brought to them or they can have 
their locomotion improved to enable them to get to 
it; and if given an opportunity most of these afflicted 
ones will become valuable citizens. 

At the present time there is organizing a move- 
ment that seems to offer some hope that the cripples 
will receive more scientific treatment in the future 
than they have had in the past. The International 


Association of Rotary Clubs is making an effort to 
provide this care. Just how the plans will work out 


is not yet decided; they hope to establish several in- 
*Read before the Syracuse Academy of Medicine, October 17, 1922. 
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stitutions at convenient locations in the State; to 
have each of these under supervision of an ortho- 
pedic surgeon associated with a corps of trained 
physical instructors, nurses, etc. These institutions 
are not to be hospitals for major surgery, but more 
in the nature of convalescent homes and schools for 
general and special education, where the patient can 
be kept for the length of time necessary without 
great expense. It is going to be difficult to get this 
plan in operation, chiefly because of financial reasons, 


and it is feared that if politics control and the execu- 


tive administration is to be by varying political or- 
ganizations the plan will fail. At the same time 
everyone recognizes that the Rotary Clubs are not 
financially able to bear all the expense. Many know 
that the idea of helping the cripples originated with 
the Syracuse Rotary, and that a lot of money has 
been spent by this club in this county. All of this 
money has been expended for braces, wheel-chairs 
and other appliances ; no doctor has ever received pay 
for his work. This idea of helping the cripples has 
been widely copied by other Rotary Clubs and is now 
an international movement. To make the plan of 
care of the cripples feasible, it seems to me that the 
executive management should be left entirely in the 
hands of Rotary, and that the State should finance 
the work. In this way the State will be the gainer 
because of the increased value of these cripples as 
citizens. I would even go further and ask for a law 
to compel the ignorant parent to accept proper treat- 
ment for the child; then if institutions were avail- 
able there would be no excuse for anything less than 
the best that could be done. 

Since 1916, when there was a serious epidemic of 
poliomyelitis, the State has been doing a lot for these 
unfortunates. Clinics are held at various centers, 
all who apply are examined and advised, and nurses 
assist in the after-care; these patients are visited at 
their homes and an effort is made to give such in- 
struction as will be for their best interests. Much 
has been accomplished and is being accomplished, 
but there are difficulties in the way of success in a 
large way ; it is impossible for the nurse to visit each 


case as often as needed without neglecting others; 


no matter how carefully the special training is out- 


-lined it is difficult or impossible to have that train- 


ing continued without an experienced assistant al- 
ways being present; very often the parents are too 
busy“or too shiftless to give the necessary time and 
insist on doing things in a certain way; the cases are 
widely separated, and much time is lost by the nurse 
in going to and fro, and most cases have attention 
from an orthopedic surgeon only at a State Clinic, 


two or three times a year. In spite of all these handi- 
caps a vast amount of good has been done, and the 
present situation is an indication of what might be 
done if the work could be concentrated in institu- 
tions under competent supervision. 

The orthopedic surgeon seldom sees the victim 
of poliomyelitis until the stage of deformity is reach- 
ed, and not always then. The orthopedic surgeon, or 
at least some one with training in the mechanics of 
function should see these cases before deformity has 
developed. The many cases of entirely preventable 
deformities that I see justify me in this statement. 

Most of the difficulties in the way of arriving at 
a correct diagnosis are in the earliest days of onset; 
these difficulties are serious, and much credit is prop- 
erly to be given to the internists and laboratory diag- 
nosticians for their careful study. After the onset 
comes the stage of paralysis, and in a well-marked 
case it doesn’t seem that any one with any knowledge 
of medicine could overlook or mistake the diagnosis. 
Yet such mistakes. were rather frequently made in 
the past, and unfortunately are occasionally still 
made. » Within the past year I was asked to examine 


a woman about twenty-three years of age who was 


‘in apparently perfect health in every way, except that 
she had a slight limp and one lower extremity tired 
easily and prevented her from dancing as much as 
she would like. She was about to be married and 
without considering her condition as at all serious 
she desired information as to why this extremity 
was smaller and weaker than the other. After an 
examination which satisfied me that the underlying 
cause was poliomyelitis, I was able to get an indefinite 
history that she had an illness when about three 
years of age, and that as far back as she could re- 
member this extremity had been weak. She had 
been examined many times, but had never had a 
previous diagnosis of infantile paralysis. Even at 
this late stage, twenty years after the onset, she de- 
rived great benefit from special muscle training; 
just how much more could have been accomplished in 
the early stage is conjectural. 

Within the past month I had a child referred to 
my clinic at the Memorial Hospital, with a request 
for diagnosis and treatment of an injured shoulder. 
This patient was supposed to have had an injury 
three weeks prior by being forcibly pulled by this 


arm; he had complained of some pain, the shoulder 


had been +-rayed, and the mother said she was told 
something was out of place; the child had worn a 
bandage, with the extremity acutely flexed on the 
thorax. At the time of my examination there was no 
evidence of inflammation in or about the shoulder 
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joint, the extremity could be freely moved in all 


directions, and when released fell to the side perfect- 


ly flaccid ; there could be no question about the diag- 
nosis and the patient was referred to the State nurse 
for treatment. 

Very often the general practitioner makes the cor- 
rect diagnosis and then fails to advise properly in 
regard to follow-up treatment. I have in mind a 
little girl, a victim of the 1916 epidemic whose ill- 
ness was correctly diagnosed. The parents were 
fairly well-to-do and willing, and this patient was 
treated with electricity for several months, but had 
no other treatment. I do not know the extent of pri- 
mary involvement, but when I first saw her the spinal 
and abdominal muscles were the only paralyzed ones 
and she had developed a severe degree of organic 
scoliosis, which can never be cured. Some of this 
scoliosis surely could have been prevented. 

Many of these patients become discouraged at the 
slow improvement or absence of improvement. They 
become easy victims of any quack who will promise 
results, they spend all their money on these promises 
and gradually come to a stage of lethargy where no 
attempt is made to obtain relief. 

Orthopedic treatment should begin when the 
symptoms of acute irritation subside rather than 
when deformities have made themselves manifest. 
The early treatment should include as much localiza- 
tion as possible and then the application of such re- 
tention apparatus as may be necessary to prevent 
overpowering of weakened or paralyzed muscles by 
the action of muscles not destroyed. The posture 
should also be governed to prevent contractures. 
Early treatment of this kind, protective in nature, is 
all that is necessary. The application of various 
stimuli, electricity, etc., is of very doubtful value. 
This treatment should be continued until all irrita- 
tive symptoms have subsided and the return of func- 
tion to many paralyzed muscles is well under way. 
At this time a careful examination should be under- 
taken and the action of all suspected muscles care- 
fully tested. This examination requires much 
patience and time and a good working knowledge of 
anatomy, especially in regard to the function of the 
individual muscle. This examination will almost 
always reveal several degrees of paralysis in one 
extremity; there may be the absolute paralysis in 
which not the faintest bit of action can be found; 
usually some muscles are in the process of recovery 
and are weak; very often we find that a large part of 
a muscle is completely paralyzed and a few fibers 
extending from origin to insertion are active. If 
these weakened or partially paralyzed muscles are 


not protected they will surely be stretched by the 
contraction of the opposing group and what little 
vitality they may have is soon lost and they become 
totally inactive. There are thousands of cases in the 
country that might have had better function had 
they had protective and educational treatment. When 
localization and classification of muscle function is 


‘complete, muscle reeducation should be undertaken. 


Graduated exercises suitable to the needs of the in- 
dividual should be persisted in. Satisfactory results 


can be had only under competent supervision. Home 


treatment is perhaps better than nothing, but is not 
generally satisfactory. Under proper direction it is 
a pleasure to watch the merest flicker of muscle ac- 
tion gradually develop into a muscle of sufficient 
power to enable it to perform the normal function, 


- knowing that without this assistance the muscle 


would surely have become inactive. Muscle training 
can not replace the use of retention apparatus, yet 
in a great many cases the use of apparatus is ulti- 
mately made unnecessary. Many cases will require 
at all times some sort of bracing. 

As previously stated, the diagnosis of poliomyelitis 
when the paralytic stage is reached is usually very 
simple and there is no excuse for overlooking it, 
but occasionally there are difficulties; a few cases of 
paralysis associated with spina bifida closely simu- 
late the flaccid condition of the poliomyelitis case, 
but usually have sensory disturbances also. Occa- 
sionally the influence of the disease upon the trophic 
nerves of the extremity is the most prominent fea- 
ture. A case of this kind was seen a year or two 
ago: a girl twelve years old presented herself for 
examination to find out why one lower extremity 
was shorter than the other; no history of injury, 
health always good, joints all freely movable and 
free from pain ; measurements showed this extremity 
three and one-fourth inches shorter than the other ; 
she could move it in all directions, and there was no 
gross evidence of paralysis. A very careful search 
revealed two completely unimportant muscles of the 
foot which were paralyzed, and it became evident 
that the disease had exerted its chief destructive 
force upon the trophic rather than the motor nerves, 
and that the other extremity had continued to grow 
in the normal manner while this one was much re- 
tarded. The effect upon the trophic nerves is a very 
frequent manifestation and complication and there 
is no treatment of value. The bones in such cases 
are very fragile and are easily fractured. This is 
illustrated by a recent case of a paralytic four years 
of age who also had a congenital dislocation of one 
hip; in attempting to reduce the hip in the usual 
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manner and with less force than usual, the femur 
was fractured just above the condyles. 

There should be no confusion as to diagnosis be- 
tween the various cerebrospastic palsies and polio- 
myelitis. They are not at all alike. Cerebrospastic 
paralysis is frequently called infantile. 

Up to the present the cripple has not had a fair 
chance in the way of corrective and educational 
measures; he is not a menace to others, as is the 
mental cripple or the tuberculosis patient; he does 
‘not excite the pity of the mass of people, as does the 
blind, and he has been neglected and forced to make 
his own way, often without any help of any kind, 
or he has become discouraged and a dependent upon 
charity for existence. The whole situation can be 
changed and most paralytic cripples can be made 
self-sustaining if they can have the benefit of pro- 
longed institutional treatment under the care of com- 
petent, well-trained and enthusiastic officials. 


THE DIAGRAMMATIC RECORDING OF 
RECTAL DISEASES.* 
J. F. Montacuge, M.D., 


New York. 
Of the Rectal Clinic at University and Bellevue Hospital 
Medical College Dispensary, New York; Associate 
Fellow of the American Proctologic Society. 


The extensive graphic representation of clinical 


records is more or less a development of recent 
times although the idea of a charting system for 
clinical use is, generally accepted as being of infi- 
nite value in the rapid, accurate recording and visual- 
ization of signs and symptoms. Some form of 
charting system is now in vogue in most of the 
specialties in the nature of a series of rubber stamps 
to fill the needs of the particular field. As yet, 
however, the whole matter is in a relatively inco- 
ordinated state as all innovations are apt to be dur- 
ing the period of their trial and adoption. This 
state of affairs is particularly true in the field of 
rectal diseases. In this specialty we are in that 
indeterminate stage where a standardized method 
has not yet been agreed upon. It is, then, obviously 
the duty of those of us who confine our practice 
to rectal diseases and have definite ideas along these 
lines to submit them to the bar of medical public 
opinion so that the profession may be enabled to 
select and adopt for general use the one which ap- 
proaches the ideal of practical utility. The method 
described in this article has been used by me and 
my associates with great satisfaction, and if our 
goal be convenience in recording, accuracy in repre- 


*Read before the Lexington Hospital Clinic Staff, New York, 
N. Y., September 12, 1922. 


sentation and facility in reading, then it seems to be 
along the lines of what the ultimate ideal will be. 
Although individual workers in the field of rectal 
diseases have probably always used some diagrams 
that suit their individual needs or fancies, R. W. 
Jackson of Fall River, Mass., was the first to offer 
a definite set of diagrams which aimed to cover the 
entire field of rectal diseases. In a worthy contri- 
bution to the 1920 Session of the American Procto- 
logic Society he suggested a series of five stamps, 
diagrammatic in nature, on which could be recorded 
practically any of the ordinary ano-rectal conditions, 
The first of Jackson’s set is for anal lesions and 
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represents, in circles, the external and internal hem- 
orrhoidal zones. This, of course, is a clinical rather 
than strictly anatomical designation. The second 
chart is a diagram of the perineum, the patient being 
in a dorsal position. This is used for showing ex- 
ternal incisions and the path of fistulous tracts. The 
third is a schematic saggital section of the rectum 
showing chiefly the insertion cf the sphincters and 
the levator ani. The remaining two are saggital 
midline sections of male and female pelves and are 
used to show the structures of the pelvis in relation 
with the rectum. In the discussion of this pre- 
posed set Dwight H. Murray suggested the additior 
to this series of a diagram indicating the anterior 
abdominal. wall. 


There is no doubt that some of these above-men- . 


tioned diagrams have been previously used by other 
practitioners, but to the best of my knowledge no 
such set had been previously devised nor any attempi 
made to completely cover the needs of the proctolo- 


gist. 


In a more recent paper read before the American 
Proctological Society, Collier F. Martin, while ac- 
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cepting the set proposed by Jackson, makes a very 
valuable substitution for Jackson’s anal lesion 
stamp. His diagram consists of a representation 
concentrically of the anal and rectal canal, the hem- 
orrhoidal area and the colonic lumen. The chart 
is about 244 inches in diameter and is large enough 
to allow clear representation. 

The above authors have thus initiated a step to- 
wards the standardization of proctological records 
which I believe the chart described below carries a 
little nearer completion. 


Abscess 


Carcinoma a 


Colitis - indicate as inflammation 
of the colon 


Erosions } 


Cryptitis 


Excoriations 


Fecal impaction. 


Fissure NAW 

Fistula 

Foreign body 

Hemorrhoids -- simple 
thrombotic é 
prolapsed 


ulcerated @ 


Inflammation -- catarrhel Ml 
ulcerative #4 


Judging from clinical experience and personal 
observation it seemed to me that the more simple 
such a system could be made the more certain of 
success it would be. It is, therefore, logical to 
assume that if one stamp could be made to perform 
the duties of a set of five it would be much more 
convenient and altogether more acceptable. The in- 
convenience of five stamps and the fact that the 
charts are so small as to be confusing are the objec- 
tionable features of Jackson’s set. 

A fact that has always impressed me in doing 
rectal work is the frequent and often intimate rela- 
tion between not only gynecological, but also genito- 
urinary, and rectal disease. Thus in the case of 
fistula, which often have a terminus either in blad- 
der or uterus, or of hypertrophied prostate giving 
rise in rectal symptoms, or of a retroverted uterine 
pressing on the anterior wall of the rectum, and 
causing congestion, the adequate indication of the 


manner in which such conditions contribute to the 
clinical picture becomes a real necessity if complete- 
ness of record is aimed at to any degree. 

It has, therefore, seemed to me wise and necessary 
to include in any diagram intended for use in the 
graphic representation of rectal diseases, the blad- 
der, prostate and urethra in the male, and the uterus, 
cervix and vagina in the female. To obviate the 
need of two separate charts for these structures use 
can be made of certain facts of anatomical structure. 
As it happens, the general geometric contour of these 


Pain * 
Papillitis AU 
Polyp 
Procidentia 4 
Prolapse 


Proctitis -- Indicate as inflammation 
gf the rectum 


Praritus 

Sinus 

Stricture 

Scar 

Tenderness x 

Tone =- Hypertonicity 
Hypotonicity 

Ulcer -- Indicate as localized 


ulcerative inflammation 


two groups are,roughly speaking, similar and the 
axes of the various components of each group ap- 
proximately alike. I therefore constructed a com- 
posite diagrammatic chart which consists in a pic- 
toral compromise between the twe. On this chart 
figure 9 therefore represents either uterus or blad- 
der, figure 10 either cervix or prostate and figure 1 
either urethra or vagina. As to which is referred to 
in any particular case can be quite simply shown by 
placing the familiar sign for male or for female 
as the case may be. 

On this may be indicated the following conditions 
which invariably have an indirect or direct effect on 
proctological conditions. On the structure numbered 
g may be indicated, in the male, vesical calculus, 
cystitis or vesical new growths, ‘and in the female, 
uterine displacements, endometritis, fibroids, preg- 
nancy, new growths, and fistula; on the structure 
numbered 10, in the male, hypertrophy of the pros- 
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tate, prostatitis, carcinoma of the prostate, and in 
the female, hypertrophy of lacerations of the cervix, 
cervicitis, carcinoma of the cervix; and on the struc- 
ture numbered 11, in the male, urethritis, stricture 
of the urethra, fistulz, and in the female, vaginitis, 
and fistulz. 

The recto-sigmoidal diagram proper consists of 
four concentric zones which are as indicated in the 
accompanying figure from without in: 


$-6-22 


fil 


1. Perianal region—An arbitrary zone extending 114° 


inches in all directions from the theoretical 
center of the anal orifice, actually bounded 
centrally by the external sphincter of the 
anus (5). 

2. Anal canal—Extending as it does anatomically 
from the external sphincter (5) past the 
muco-cutaneous margin (6) to the internal 
sphincter of the anus (7) and the levator 
ani (8). 

3. Rectal cavity—Extending from the levator ani 
_to the promontory of the sacrum which is not 
of unusual importance and hence is not 
charted. 

4. Sigmoidal canal—Extending from the: line last 
indicated to the center. If a calibrated sig- 
moidascope be used the extent to which the 
instrument can be passed, or to which the 
sigmoid was explored, can be designated by 
placing the figure in centimeters in that zone. 

Note: 

Dimensions are obtainable from the accompanying 
diagram which is exact size. 

The sphincters are included to give exact bound- 
aries to the regions and to allow the indication 


of spasticity, hypotonicity or paralysis of 
these muscles. 

Our indications of the various lesions are, of 
course, arbitrary, but, since the object of this paper 
is to aid standardization, the following are suggest- 
ed as convenient and concise: 

With the installation of this chart in dispensary 
or private practice accurate records can be easily 
made and just as easily read. Because of the con- 
venience attendant upon its use this system is actually 
maintained. The use of such a stamp is of course 
varied and by no means confined to the keeping of 
records. It is often useful in explaining to a physi- 
cian who referred the patient, the precise nature of 
the findings. The patient too, can be shown in a 
diagrammatic way the nature of his illness. Some 
have found a use for the diagram in the teaching of 
proctology. It has been in use at the University 
and Bellevue Hospital Medical College for some 
time and has been found to greatly aid in the eff- 
cient handling of large numbers of patients. 

As an example of the conciseness and convenience 
of the method outlined above let us say that on 
August 6, 1922, we examined a woman who had the 
following conditions and symptoms: An apparently 
carcinomatous growth in the sigmoid which pre- 
vented the insertion of the sigmoidoscope further 
than twenty-two centimeters. The cause of this ob- 
struction was the encroachment of this growth upon 
the lumen of the bowel. No polypi were seen in the 
sigmoid nor was any inflammation evident. The 
rectum seemed normal with the exception of a fis- 
tulous tract whose rectal opening was in the right 
posterior region and whose course proved to be, upon 
probing, through the right posterior rectal wall into 
the small canal where just internal to the muco- 
cutaneous margin it turned abruptly into the right 
anterior region of the anal canal and from thence 
proceeded anteriorly to end in the posterior vaginal 
wall midway between the cervix and the clitoris. 
A small fissure was also found in the anterior region 
of the anal canal at the muco-cutaneous margin at 
which point pain occurred. Spasm of the external 
sphincter existed. In addition to all this the woman 
complained of an intense pruritus throughout the 
perianal zone but particularly intense in the poste- 
rior region. 

Each one of these above-mentioned conditions is 
indicated in a clearly defined fashion upon the 
marked chart here shown. The designations may 
be made very rapidly and can be read back again 
quite as quickly besides having the value of a con- 
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cise visualization of the conditions found. It is 
quite obvious therefore that the method is a saver 
of time and an aid to clarity of expression. 

To briefly state the advantages of my method of 
graphic representation I wish to draw the attention 
of the reader to the fact that only one chart «is re- 
quired, not five, to designate any conditions or symp- 
toms of the perianal region, anus, rectum, sigmoid 
and adnexa. The chart is large enough to clearly 
indicate any or all of the findings without confusion. 
It is, furthermore, in addition to its value as a record 
a distinct aid to memory insofar as the anatomy of 
the region under consideration is concerned. Signs, 
symptoms, operative procedures, and treatments all 
may be concisely, and rapidly indicated. Perhaps 
the greatest advantage of the method is that it tends 
to standardize all previous diagrams which have for 
their object the graphic representation of diseases 
affecting the ano-rectal field. 


FRACTURE OF THE SKULL AND ITS 
COMPLICATIONS.* 
M. E. M.D., F.A.C.S., 


Associate Director of Surgery, Mt. Sinai Hospital, 
CLEVELAND, O. 


During the last decade unusual opportunities for 
the study of head injuries have presented themselves. 
The subject has gained unusual prominence from 
the vast numbers of head injuries in the recent 
World War and from the constantly increasing num- 
ber of skull fractures which result from traffic acci- 
dents. With this latter class of cases the surgeon 
engaged in civil practice is particularly concerned. 
Much, however, of value can be obtained from a 
careful study of the head injuries occurring during 
the war. Admittedly the war cases for the most 
part were of a decidedly different nature from those 
encountered in civil practice, but the same underly- 
ing principles are applicable to both types. 

For purpose of discussion, it will be well to divide 
cranial and intracranial injuries into three classes: 
first, fracture of the skull without brain complica- 
tions; second, fracture of the skull with brain com- 
plications, and, third, brain injury without fracture 
of the skull. 

The first classification, that of fracture of the 
skull without brain complication, represents the sim- 
plest form of skull injury, and can be disposed of 
very quickly. As a rule the diagnosis is easily made 
either by direct inspection or with the aid of a roent- 
genogram. Since the type of skull fracture general- 
ly runs a symptomless course, large numbers of these 

*From the Surgical Service, Mt. Sinai Hospital. 


cases would remain undetected if it were not for 
the routine #-ray examination. In fact the x-ray 
has proven that their incidence is of far greater fre- 
quency than is generally known. 

For cases of this sort, a policy of non-interference 
brings the best results and, unless there is danger 
of complications, the treatment should never be sur- 
gical. The two most serious complications are men- 
ingitis, resulting from compound fractures and Jack- 
sonian epilepsy, resulting from depressions of the 
inner table of the skull or spiculae of bone that 
have penetrated into the brain tissue. To prevent 
the former, all scalp wounds, no matter how trivial, 
should be carefully inspected for the presence of a 
fracture running through the base of the wound. 
In the event that no fracture is found on inspection, 
the aid of the x-ray should be invoked on account of 
the possibility of an overlooked linear fracture. 

As soon as the existence of a fracture is estab- 
lished, the scalp wound should be excised and the 
edges brought together without drainage. This 
simple procedure transforms a compound fracture 
into a simple one and, if carried out within the first 
six hours, practically eliminates the danger of men- 
ingitis. X-ray examination will determine the pres- 
ence or absence of depressions involving the inner 
table, or detached pieces of bone within the brain 
substance. Occasionally, such depressions can be 
detected by palpation, but too much reliance should 
not be placed on this method, as it is likely to lead 
to erroneous deductions. If a depression does exist, 
it should be raised as soon as the patient’s condition 
will permit the operation. In this operation, it is 
often necessary to remove considerable comminuted 
bone, leaving large defects in the skull. These should 
be closed at a later period with a free bone trans- 
plant. It is also imperative to remove bone spiculae 
from the brain substance. 

The second classification, that of fracture of the 
skull with brain complications, and the third classi- 
fication, that of brain injury without skull fracture, 
differ only insofar as injury to the bony structures 
is concerned and, therefore, can be considered to- 
gether. For the purpose of the diagnosis and the 
treatment of the brain lesion, the injury to the bony 
structures can be completely disregarded, unless 
there is a depression of the. inner table or unless a 
spicula of bone penetrates the brain substance. The 
treatment for such cases has been previously de- 
scribed. 

Injury to the brain or its bloodvessels may be 
either immediate or remote in its effects. Immediate 


injuries are due to laceration, edema, and hemor- 
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rhage; remote injuries to gliosis, scar formation, 
cyst formation, etc. Of immediate injuries, the 
first, laceration, may occur in conjunction with, or 
independent of, fracture of the skull and always con- 
stitutes a most serious injury. At the present time 
there is no definite chain of symptoms that can be 
ascribed to this particular brain lesion and, as a rule, 
it is impossible to make a definite antemortem diag- 
nosis. Even if such a diagnosis could be made, it 
would be of little assistance to the treatment, since 
rio known method can therapeutically influence such 
injuries. Modern technic has not arrived at such 
a stage of perfection where it will permit of suc- 
cessful brain suture. However, nature occasionally 
heals these lacerations without any deleterious after- 
effects. Especially is this true when the lacerations 
are situated in the silent areas of the brain. 

The second and third immediate injuries, edema 
and hemorrhage, may be considered together as both 
are apt to produce acute cerebral compression, mak- 
ing them identical in both diagnosis and treatment. 
To obtain a clear conception of the workings of 
cerebral compression, it is of assistance to note the 
topographical arrangement of the brain and the 
cranial cavity. The entire cranial chamber is nor- 
mally filled by the brain and its meshwork of vessels. 
The cerebral nervous tissue, as has been so aptly 
stated, is as incompressible as water and cannot 
be displaced in one direction without causing a com- 
pensatory displacement in another direction. The 
brain» however, is a very vascular organ and can be 
changed in size and shape to a limited extent by the 
expression of blood from its capillaries. Therefore, 
a foreign substance introduced into the cranial cham- 
ber will begin to exert pressure upon the brain as 
soon as the cerebral circulation is depleted. This 
pressure, as in the case of tumors, may spend its 
entire force locally without affecting the vital centers 
at the base or, as in the case of hemorrhage, it may 
immediately exert a generalized pressure and almost 
from its very inception affect the vital centers. 
Naturally, pressure exerted over the cortex is less 
dangerous than that which acts upon the base. 

Some very illuminating experiments demonstrat- 
ing the effects of cerebral compression have been 
performed by Kocher, Hill, Cushing and others. It 
is possible to produce almost accurately the results 
of acute or cerebral compression experimentally. 


The introduction of a fluid into the cranial chamber 7 


of an animal at first produces venastasis with mark- 
ed congestion and cyanosis of the cortex. As more 
and more fluid is introduced, the artificial pressure 


gradually approaches the arterial pressure of the 


cerebral vessels and finally overcomes it, producing 
cerebral anemia. If the anemia remains confined to 
one hemisphere, as it frequently does, the other hemi- 
sphere, the medulla and the cerebellum, inclosed in 
separate compartments by the falx cerebri and the 
tentorium, may continue to function uninterruptedly, 
but if the anemia is communicated to the base, a sit- 
uation fraught with the gravest dangers immediately 
arises. The vital centers in the medulla, on account 
of the lack of oxygenated blood, no longer function 
properly. The respirations become shallow and 
rapid. The blood pressure falls and the pulse rate 
becomes accelerated. If this state of affairs is per- 
mitted to exist, the intracranial pressure soon rises 
higher than the arterial pressure and death ensues 
from respiratory paralysis. Fortunately, however, 
the anemia stimulates the vasomotor center to re- 
newed activity and by slowing the pulse rate, chiefly 
through a contraction of the splanchnic vessels, it 
forces the arterial pressure to a higher point than 
that of the intracranial pressure. As the intracranial 
pressure is again increased by the introduction of ad- 
ditional fluid into the cranial chamber, the same phe- 
nomenon is repeated. This may be continued until 
the arterial pressure rises from two to.two.and one- 
half times its normal level. Death finally occurs from 
exhaustion of the vasomotor center and consequent 
paralysis of the other centers due to the lack of 
proper blood supply. The heart, completely severed 
from its central control, often continues to function 
for several minutes after respiration has ceased. 
Upon the basis of these experimental results, Kocher 
subdivided the above enumerated phenomena into 
four stages: 

The first stage, or compensation stage, is charac- 
terized by venastasis with little or no disturbance 
of the general circulation. There may be slight 
headache, apathy and dizziness, 

The second stage, that of beginning demonstrable 
cerebral compression, produces beginning circula- 
tory changes in the brain. Headache is more severe 
and vertigo, light-headedness and delirium may be 


present. Early stages of choked disc can be ob- © 


served. The pulse rate is slower and the blood pres- 
sure starts to rise. » 

The third stage, or the peak of demonstrable cere- 
bral pressure, corresponds to the stage of cerebral 
anemia. The blood pressure is markedly raised and 
the pulse rate is frequently as low as forty or fifty 
beats per minute. The patient is restless, tosses 
about in bed and is in coma. As the pulse rate in- 
creases and the blood pressure falls, the coma is 
deepened and the pupils dilate. There are often 
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considerable periods of apnea due to faulty action 
of the respiratory center. The respirations assume 
the familiar Cheyne-Stokes type. Eye ground ex- 
amination reveals a high grade papillitis. 

In the fourth or paralytic stage, the arterial pres- 
sure gradually falls until it reaches zero. The pulse 
becomes rapid and weak, the coma is deepened, the 
pupils are widely dilated, the muscles are relaxed 
and death results from respiratory paralysis. 

It is surprising how accurately these experimental 
phenomena are, at times, reproduced in the human 
subject by cerebral hemorrhage or edema. The 
study: of these experimental data make it possible 
to evolve a definite symptomatology for the recogni- 
tion of cerebral compression. Since there are a 


number of factors which enter into the diagnosis. 


of cerebral compression, they will be considered in 
the order of their importance. Protracted uncon- 
sciousness or coma, which always accompanies de- 
monstrable cerebral compression, varies in intensity 
according to the degree of the compression. In other 
words, the greater the compression, the deeper the 
coma. Milder degrees of coma are accompanied by 
great restlessness, deep coma, and audible snoring 
respiration. The blood pressure or, better, the pulse 
pressure is practically always increased. With the 
rise of the pulse pressure, the pulse rate may be de- 
creased, due to vagus stimulation, at times reaching 
the low point of forty or fifty beats per minute. 
Most text-books stress the so-called vagus pulse 
as an almost pathognomonic sign of cerebral com- 
pression. There is no question that its presence 
is a strong indication of cerebral compression, but 
its absence by no means precludes the possibility of 
compression. As a matter of fact, the vagus pulse 
in cases of this type is more frequently absent than 
present. The respiratory rate is also frequently sub- 
ject to change and in compression cases it may be 
considerably decreased. A blurring of the optic 
discs may be present even in the earlier stages of 
compression ; in the terminal stages there is always 
pronounced choked disc. 

There are many other symptoms, such as inequal- 
ity of the pupils, their failure to respond to light, 
projectile vomiting, etc., which might be described, 
but, since it is easily possible to make a diagnosis 
from the above enumerated symptoms, no others will 
be here considered. However, not all of these 
symptoms must necessarily be present in order that 
a diagnosis may be made. A history of injury, ac- 
companied by protracted unconsciousness and in- 
creased pulse pressure with the presence of one 
other symptom, is sufficient to establish the exist- 
ence of cerebral compression. 


But before leaving the subject of diagnosis, there 
is one other important point to which attention 
should be directed. That is the question of lumbar 
puncture for diagnostic purposes. The reason for 
lumbar puncture is to determine, first, whether the 
spinal fluid is under increased pressure and, second, 
to determine the presence or absence of blood. The 
determination of increased pressure in the spinal 


fluid may be of value in arriving at a diagnosis in a 


very few obscure cases. The finding of blood in 
the spinal fluid is not of practical value and search 
for it can be justified only by the scientific zeal of 
the investigator. The presence of blood in the spinal 
fluid indicates a subdural hemorrhage. The de- 
termination of the subdural or extradural situa- 
tion of the hemorrhage is of no value so far as the 
diagnosis of cerebral compression is concerned, nor 
does it in any way affect the treatment, as any 
operative interference which might be instituted is 
for the relief of the compression. A sub-temporal 
decompression, which is the operation of choice, will 
immediately reveal the middle meningeal artery and 
any extradural hemorrhage,—practically the only 
intracranial hemorrhage that may be surgically at- 
tacked. | 
On the other hand, there is considerable danger 
in performing lumbar puncture in individuals who 
are suffering from cerebral compression. The sud- 
den decrease in the intracranial pressure produced 
by the lumbar puncture may cause the medulla to 
sink into the foramen magnum, thereby producing 
pressure upon the fourth ventricle and immediate 
death. A fatality of this kind occurred in the sur- 
gical wards of Mt. Sinai Hospital. However, new 
instruments of precision regulating the flow of 
spinal fluid, have partially eliminated this danger. 
The ideal method of remedying intracranial 
hemorrhage would be to ligate the bleeding vessel 
and evacuate the clot. Unfortunately, this is possible 
only when the hemorrhage is situated extradurally 
and these constitute only a small proportion of the 
cases. With present methods it is impossible to 
localize accurately subdural hemorrhages; conse- 
quently, it is impossible to check them or remove the 
clot. Since then, in the vast majority of instances 
of cerebral compression, the cause can not be re- 
moved, the treatment, of necessity, must be sympto- 
matic and expectant. But because the cases are 
usually very desperate and because the surgeon’s 
mind is occupied with the idea that he may lose the 
favorable time for operation, it is very difficult to 
institute the expectant treatment. Especially is this 
true if the relatives of the injured person, as they 
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ANALYSIS OF THE NINETEEN DEATHS IN THIS SERIES OF CASES DEMONSTRATES THAT WITH THE PossIBLE EXCEPTION 
oF CASE 10, DECOMPRESSIVE CRANIOTOMY CouLD Not BE PERFORMED, ALTHOUGH THE PRIMARY 
Cause oF DEATH Was CEREBRAL COMPRESSION. 


Case 


13. 
14. 
15. 


16. 


17. 


18. 


19. 


Length of 
Time in 


Hospital 


1 hour 


2 hours 
and 
45 min. 


1 hour 
and 
30 min. 


2 hours 


2 hours 


1 hour 
and 
45 min. 


12 hours 


2 days 


2 hours 


1 day 
3 hours 


5 hours 


é days 
30 min. 
2 hours 


6 hours 
8 hours 
3 hours 


30 min. 


Location of 
Fracture 


Left base 
Left vault 
Base 
Base 


Base 


Base 


Frontal bone 


Occipital bone 


Base 


Base 


Occipital bone 
Occipital bone 


Lt. frontal; 
rt. parietal. 


Occipital bone 
Base 


Base 
Base 


Base 
Base 
Occipital bone 


Base 


Complications. 


Brain laceration. 
Marked compression. 
Severe shock. 


Surgical shock. 
Compression. 


Severe surgical shock. 
Compression, 


Surgical shock, 
Cheyne-Stokes breathing. 
Compression. 


Fracture of right femur, ster- 
num, and right ribs. 

Pulmonary edema. 

Compression, shock. 


Moribund. 
Brain laceration. 
Brain protruding. 


Shock; Cheyne-Stokes respira- 
tions. 

Compression. 

Pulmonary edema. 


Compression, 
Pulmonary edema, cardio-vas- 
cular disease. 


Compression. 


Compression. 


Shock, fracture of femur and 
right ribs, puncture of lung. 


Shock, fracture of tibia and 
fibula. 


Compression. 


Moribund. 
Compression, 


Moribund. 
Compression. 


Compression. 
Shock. 


‘Compression. 
Shock 


Compression. 
Shock. 


Compression. 
Shock. 


Remarks. 


Death due to compression. Impossible 
to operate on account of severe shock, 
and moribund condition. 


Death due to compression, shock made 
operation impossible. 


Death due to compression, shock made 
operation impossible. 


Death due to compression, shock made 
operation impossible. 


Death due to pulmonary edema and com- 
pression. Operation for compression 
impossible due to complications. 


‘Moribund condition made operation im- 
possible, 


Death due to compression and pulmonary 
edema. Poor condition of patient did 
not permit operation. 


Death due to pulmonary edema. Com- 
pression had been relieved. 


Shock not severe. No other complica- 
tidns. Decompression decided upon. 
Patient died from compression before 
operation could be performed. 


This patient might have been saved by 
. early decompression. Doing well. 
Sudden increase in pressure, followed 
by death due to compression. 


Complications made operation impossible. 


Complications made operation impossible. 


Patient doing well. No compression, on 
sixth day became unconscious. Blood 
pressure rose to 190. Decompression 
performed. Death due to surgical 
shock. 


Death due to compression. Operation im- 
possible on account of poor condition 
of patient. 


Death due to compression, operation im- 
possible on account of poor condition 
of patient. 


Decompression performed. Should not 
ewe been undertaken on account of 
shock. 


Immediate death following lumbar punc- 
ture. 


Shock made decompression impossible. 
Death due to compression. 


Shock made decompression impossible. 
Death due to compression. 


*I wish to express my sincere thanks to Dr. W. E. Lower for permission to include in this series cases treated by him 


on the surgical service at Mt. Sinai Hospital. 
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GENERAL SUMMARY OF AUTHOR’sS SERIES.* 


Total No. Total No. Total No. Mortality 
Cases Died Recovered Rate 

58 19 39 33+ % 

FRACTURES OF THE VAULT. 

Total No. Total No.: Total No. Mortality 
Cases Died Recovered Rate 

39 5 34 13+ % 

FRACTURES OF THE BAsE. 

Total No. Total No. Total No. Mortality 
Cases Died Recovered Rate 
20 13 j 7 65 % 


P Rs this series there were seven cases operated upon with two 
leaths. 


sion is not so simple as it may appear from these 


so frequently do, beseech the surgeon to do some- 
thing to save the patient’s life. It is my opinion 
that in the vast majority of these injuries, conserva- 
tism offers the best chance of success. At least 
sixty per cent. will recover without any treatment. 
Statistics of all large clinics attest this fact. The 
other forty per cent. offer the real problem, 

Theoretically, a decompressive craniotomy should 
solve the problem, but unfortunately this is not borne 
out in practice. Many factors enter into the success 
or the failure of a decompressive craniotomy per- 
formed under these circumstances. The existence 
of increased intracranial pressure dare not be con- 
sidered as an @ priori argument for operation. Many 
of these patients are delivered into the accident ward 
in a moribund condition, hardly living long enough 
to allow for sufficient time to prepare for the opera- 
tion even if it had been contemplated. Others are 
in profound shock and because of this for them any 
immediate surgical interference would be fatal ; great 
numbers of these succumb to their injuries before 
they are out of shock. Some have multiple in- 
juries, fractures of the long bones of the extremities, 
internal injuries of the abdomen or thorax, pre- 
cluding any chance of success by operative methods 
in spite of the fact that cerebral compression is the 
immediate and direct cause of death. Then there 
are those suffering from general constitutional dis- 
eases, such as advanced arteriosclerosis, cardio-renal 
disease, active diabetes, chronic alcoholism and in 
children, rickets and tuberculosis,—all individuals 
in whom operations under ordinary conditions with- 
out the presence of shock are extremely hazardous. 
Under conditions such as they exist in cerebral in- 
juries operations are unthinkable. 

This leaves a comparatively small number of cases 
for which operation holds out any chance of suc- 
cess. If none of the above enumerated complica- 
tions exists, if there is deepening coma, increasing 
pulse pressure with possible decreased pulse and re- 
spiratory rates or, occasionally, some blurring of 


. nature and would have recovered spontaneously. 


the margins of the optic disc, the case may be con- 
sidered as a suitable one for operation. 
However, the selection of cases for decompres- 


few remarks. The decision to operate must be tem- 
pered by experience and a cool weighing of the rea- 
sons for and against. Recent literature abounds in 
articles advising decompressive operations for the 
relief of cerebral compression. Most of these, how- 
ever, fail to direct attention to the many contrain- 
dications which preclude all chance of success, and 
only aid to bring into disrepute a procedure which 
may be of extreme value when used under the proper 
circumstances. At best, only a very small percent- 
age of cerebral compression cases are suitable for 
operation. In the hands of the inexperienced there 
would be a far greater percentage of recoveries if 
none of these cases was operated upon. If, in only 
a small measure, I have succeeded in checking this 
over-enthusiasm which has led to such extensive 
abuse of a valuable surgical procedure, and if I con- 
vinced the reader that cerebral compression can only 
occasionally be considered an indication for opera- 
tion, I will feel amply repaid for having written this 
article. 

Another procedure which is constantly finding its 
way into the literature is that of lumbar puncture 
for the relief of cerebral compression. As has been 
previously pointed out, in cases of this kind lumbar 
puncture is a dangerous undertaking. It is also 
putting it very mildly to say that its therapeutic 
value is at least very doubtful. And, furthermore, 
it is difficult to conceive, knowing how quickly the 
cerebrospinal fluid reforms, how any permanent re- 
sults can be obtained from this procedure. The 
sponsors for this method point to the fact that im- 
mediate regression of the symptoms following lum- 
bar puncture is a proof of its efficiency. However, 
even without lumbar puncture, patients who have a 
high degree of compression may suddenly improve. 
Such a case came under my observation only 
recently. A boy, seven years of age, was on the 
operating table, being prepared for a left temporal 
decompression when, suddenly, he showed signs of 
returning consciousness and within an hour was com- 
pletely conscious. He had been unconscious for 
more than three hours with a systolic blood pressure 
which gradually mounted to’one hundred forty. The 
symptoms in this case were probably due to cerebral 
edema. It is quite possible that those cases, sup- 
posedly cured by lumbar puncture, were of a similar 


Only the remote injuries remain to be discussed. 
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A gliosis is the result of the increased formation of 
fibrous tissue within the brain. It is a frequent cause 
of headaches and, when once thoroughly establish- 
ed, is not amenable to surgical treatment. Early de- 
compression in otherwise favorable cases may be a 


factor in preventing this condition, since it is very 


probable that the increased pressure, acting as an 
irritant to the brain, stimulates the overgrowth of 
glia tissue. Scar formation and brain cysts present 
a very serious complication. If there are definite 
focal signs—and these must be sought for in every 
case,—showing the presence of some irritant, either 
on or within the brain substance, a craniotomy for 
its removal is indicated as soon as the patient’s con- 
dition will permit. The symptoms rarely appear 
before the third or fourth day and frequently only 
after weeks. With the first appearance of these 
symptoms, if the patient’s condition will premit, an 
exploratory craniotomy should be performed. 

The last chapter of this subject has not been 
written. Improved methods for the treatment of 
shock, more accurate means of locating and stopping 
the hemorrhage will greatly aid in reducing the high 
mortality rate. 


THE TREATMENT OF EARLY CANCER OF 
THE FEMALE GENITAL TRACT 
AND BREAST.* 

Ropert T. Frank, A.M., M.D., F.A.C.S., 


Denver, CoLorabo. 


I purpose here to give a brief outline of the treat- 
ment of cancer of the female genital tract and of 
the breast. These cancers account for one death 
out of eight in every woman over 40 years of age. 

Vulvar cancer, although external and therefore 
readily recognized, but rarely reaches the surgeon 
in the operable stage. Even the smallest cancer of 
the clitoris requires complete vulvectomy with ex- 
cision of the inguinal glands and, according to the 
most radical advice, extraperitoneal removal of the 
iliac glands as well. I have never obtained a per- 
manent cure, ner have I seen one in the hands of 
others. 

Because of the extreme malignancy of vulvar can- 
cer the prophylactic removal of irritated, especially 
pigmented warts and the excision of intractable 
kraurotic or leucoplakic areas are urgently indi- 
cated. 

Vaginal cancer is even more malignant and rap- 


idly progressive than vulvar carcinoma. Extension 


*Read before the Denver County Medical Society, November 21 
1922, as Bo of a Symposium on r, in connection with National 


through the thin vaginal wall is early. Operation, 
consisting of complete hysterectomy and colpectomy 
is so extensive, has such a high mortality and is so 
regularly followed by recurrence that I now un- 
hesitatingly advocate radium treatment given by an 
expert, except in an incipient case. I must also 
confess that, as yet, I have never seen a case in its 
incipiency. 

Fortunately, with the exception of tubal cancer, 
primary vulvar (2% of cancers of the female pelvic 
organs) and vaginal carcinomata (only some 300 
cases reported) are the least frequent cancers of the 
female genital tract. 

Cancer of the uterine cervix occurs most frequent- 
ly of all. It is also the earliest seen by the medical 
man, and, sad to relate, is often not recognized.’ On 
the other hand, innocent eversions, erosions, lacera- 
tions, decubital ulcers and even chancres have been 
mistaken for cancer and have caused the removal of 
normal wombs. ‘Therefore, I insist in every case, 
whether suspicious or certain, upon excision of a 
specimen and confirmation of the diagnosis by a 
competent pathologist who is familiar with the vag- 
aries of cervical epithelium and who will not report 
a harmless epithelial proliferation as cancer.” 

The diagnosis of cervical cancer once assured, I 
advocate the following procedure. Given a small 
tumor or ulcer localized on one lip, a radical so- 
called Wertheim operation, without systematic ex- 
tirpation of unenlarged pelvic glands, is indicated. 
If the pericervical tissues appear doubtful or are 
involved, the more frequent so-called borderline 
case, I now prefer preliminary radium treatment, 
followed in 8 to 10 days by complete hysterectomy 
(not Wertheim’s technic). 

Cancer of the uterine body is slow in its develop- 
ment. In every case the diagnosis must be assured 
by a preliminary diagnostic curettage. If cancer is 
found, hysterectomy, by either the vaginal or ab- 
dominal route, is indicated. 

Cancer of the fallopian tube is a rare disease, is 
usually mistaken for ovarian tumor, and as it is 
usually bilateral, demands double salpingo-oophorec- 
tomy and at least supravaginal if not complete hyster- 
ectomy. 


1. In a series of 139 cases 40 were treated “medically” (?) for 
from two to ten months, according to W. W. Stone of the General 
Memorial Hospital, New York. ; 

2. It has been claimed that excision of a specimen from the cervix 
in cervix cancer or diagnostic curettage in es “er cancer may 
mobilize cancer cells and favor dissemination. In the first place, 


so-called “‘suspicious” cases rarely prove to be cancerous, and there- 
fore, in them no harm can be done, while many a patient is saved 
from a dangerous and mutilating operatiqgn. In the second place, the 
wei ht of ripe opinion favors diagnostic excisions and curettages, not 
only as the lesser evil, but also because it has proved a harmless 
eh naan (See F. C. Wood, Journal of the A. M. A., 733 764, 
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Ovarian cancer, which shows itself in the young 
as the highly malignant soft sarcoma, in older pa- 
tients as solid cancer or as cancer developing in 
cystic tumors, demands early operation. For this 
reason, and because all ovarian tumors, including 
the benign, are serious as potential dangers (tor- 
sion of pedicle, gangrene, rupture with peritoneal 
dissemination) their removal is always justified. I 
exclude the so-called micrccystic ovaries and corpus 
luteum cysts, neither of which show progressive 
growth, from this category, if the diagnosis can be 
made. 

Upon opening the abdomen fer the removal of an 
ovarian tumor the course to be pursued depends 
entirely upon the nature of the tumor encountered. 
It is therefore essential for the operator to be thor- 
oughly familiar with the recognition of the type to 
be dealt with in a given case from its macroscopic 
appearance. 

Simple ovarian cysts may be removed with pres- 
ervation of the unaffected part of the ovary. Pseu- 
domucin cysts (multilocular with mucoid content) 
require complete ablation of the affected ovary. 
Serous, and especially serous papillary cysts (usually 
wuni- or parvilocular) make removal of the second 
ovary and of the uterine body advisable, unless 
youth and nulliparity justify the taking of the addi- 
tional risks of leaving the as yet macroscopically un- 
affected organ behind. 

Solid sarcoma or carcinoma necessitates oophor- 
ectomy. In patients over forty, the castration should 
always be bilateral. Peritoneal implants do not con- 
traindicate operation if the ovarian tumors are re- 
movable. 

The results obtained in pelvic cancer are not es- 
pecially gratifying. 

Of vulvar cancers 7% are permanently cured. 

Of vaginal cancers none (?) is permanently cured. 
Of cervical cancers 17-20% are permanently cured. 
Of corporeal cancers 50% are permanently cured. 
Of tubal cancers 6% are permanently cured. 

Of ovarian cancers 15-30% are permanently cured. 

In this rapid review I have been unable to refer 
to such special types as the betryoid sarcomas of the 
vagina found in children, chorioepithelioma of the 
genital tract, sarcomatous changes in uterine myo- 
mata, ovarian teratomata, etc. ; 
Turning now to cancer, of the breast, I strongly 
approve of investigating every suspicious lump. 
This does not signify the indiscriminate ablation of 
every breast that harbors a tumor. Multiple, bilat- 
eral, small masses known as “chronic mastitis” are 


usually benign and harmless. 

Where small discrete, infiltrating or cystic tumors 
are encountered, which are suspicious, I advise ex- 
cision of the nodule, extreme care being taken to 
give the tumor a wide berth. A competent patholo- 
gist should be on hand prepared to make an immedi- 
ate frozen section of the tissue. If the verdict is 
cancer, the operator should at the same sitting per- 
form a radical extirpation, including removal of the 
breast, and) of both pectoral muscles (except the 
clavicular fibers of the pectoralis major), and clean 
out the axilla. 

The percentage of permanent cures has been esti- 
mated at best as approximately 20-30%. 

In brief space I have tried to outline what I con- 
sider sane and rational measures for the cure of 
these cancers. I have also tried to emphasize the 
necessity of making the diagnosis early, which is 
possible only by obtaining full cooperation of the 
laity with the medical profession. Patients must 
be made to feel that they will be safe-guarded from 
unnecessary radicalism, which the laity—with some 
justice—suspects and fears. If the necessary safe- 
guards, which include the presence of an expert 
pathologist, are not available in a given community, 
the patient should be transferred to surroundings 
that offer the proper facilities. Unless these pre- 
cautions are insisted upon, surgery will fall more 
and more into disrepute, and cancer sufferers will 
not present themselves at the early stage which 
alone offers promise of permanent cure. 

Majestic BuILpINnc. 


UTERINE CARCINOMA. 

Uterine carcinoma situated in the cervix, and less 
frequently in the furdus, is the form of cancer most 
common to women. Emil Ries states that carcinoma 
of the uterus is frequently overlooked because “the 
textbooks still talk about pain and odor in these cases 
but anyone who waits for these symptoms before 
making a diagnosis, is waiting for the death of the 
patient. The early symptom is irregular hemorrhage, 
and this should arouse the suspicion of the physician 
in every case. It is wrong to wait for discharge, 
pain and cachexia to make the diagnosis of carci- 
noma.” If a discharge has been present for some 
time, any change in its character should make the 
physician watchful; that ‘is, if the discharge reap- 
pears after a period of freedom from it, or if it be- 
come more profuse, more irritating, or has a more 
offensive odor, even if occult blood is absent.—C. J. 
BroEMAN in the New York Medical Journal and 
Medical Record. 
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THE TREATMENT OF TRAUMATIC 
SYNOVITIS. 

In Annals of Surgery, December, 1922, appears an 
article by Clarence McWilliams, of New York, which 
appears to us sufficiently important to the practicing 
physician and surgeon to draw especial attention to 
it here. McWilliams, too, urges the abandonment of 
the tedious, unsatisfactory, by text-books-honored 
treatment of traumatic synovitis (sprains), especially 
of the knee, by prolonged splinting, massage, hydro- 
therapy, etc., (which involves months of disability 
and, often, leaves a weakened joint) and the substi- 
tution therefor as a routine “the efficient treatment 
of acute and chronic, simple, traumatic synovitis 
(hemarthroses and hydrarthroses) by repeated aspir- 
ations and immediate active mobilizations without 
splinting.” 

So far as we know this method of treating joint 
sprains which, in the case of the knee, means im- 
mediate walking after prompt aspiration of the 
effusion, was first advocated in print by Willems of 
Ghent (see Surgery, Gynecology and Obstetrics, 
June, 1919), and it was the precursor of his now 
well-established method of treating joint suppura- 
tions by free arthrotomy and immediate active move- 
ments. It has been employed by followers of Willems 
abroad and, to some extent at least, by progressive 
surgeons here. It is, however, very far from the 


general adoption that it deserves and has scarcely 
begun to find adequate reference in the text-books 
where, as McWilliams points out, the old-fashioned 
plan of management is still generally described. 


The only objection that may be urged against 
aspiration of an effusion in the knee-joint is the 
danger of infection—admittedly a calamitous acci- 
dent, if it should occur. As McWilliams says, there 
is no more danger of introducing infection in aspir- 
ating a knee-joint than in aspirating the chest. It 
will not happen with surgical cleanliness and careful, 
aseptic technic. The physician accustomed to per- 
form aspirations with strict asepsis need not fear to 
puncture a distended knee-joint; but certainly those 
not thus accustomed should not attempt it! The 
danger of infection—thus only theoretical in proper 
hands—is therefore overborne by the benefits of 
prompt and repeated evacuation of the fluid; it re- 
moves pain, permits contraction of the relaxed cap- 
sule and makes possible the also important part of 
the treatment—active motion. 


From our own experience with aspiration and 
mobilization in the treatment of traumatic knee-joint 
effusions we are prepared to endorse McWilliams’ 
contentions that it greatly shortens and simplifies the 
management of the condition. Desirable as is aspira- 
tion of a simple effusion in the knee, it is especially 
to be advised, it seems to us, when the joint is dis- 
tended with blood; for blood will be absorbed from 
the joint only very slowly and often incompletely, 
leaving permanent thickenings of the synovia. Here, 
however, we feel inclined to utter a caution. Trau- 
matic hemarthrosis of the knee, as contrasted with 
hydrarthrosis, indicates, we think, the strong prob- 
ability that the lesion is not a mere sprain, but a 
fracture into the joint or a gross ligamentous injury. 
In such cases, therefore, we think that the physician 
should not insist upon immediate walking, as advo- 
cated by Willems and by McWilliams. Active move- 
ments of the joint can be carried out without immedi- 
ate walking, which may well be deferred until there 
is assurance that the condition is not one that might 
be aggravated by weight-bearing. 


Communication 


-PriorITY IN SKELETAL ExTENSION. 


New York, December 28, 1922. 
Editor, Amer.can Journal of Surgery: 
In the issue of the AMERICAN JOURNAL OF SUR- 


GERY, of December, 1922, Dr. Weller Van Hook 


states 
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“The great advance involved in the use of the 
skeleton extension principle is to be credited to the 
Swiss, Steinmann,” etc. (page 303.) 

As one of the aims of the Italian Medical Society 
is to constitute a link between American and Italian 
medical culture, and knowing your sense of fairness, 
I would like you to correct the aforesaid statement 
of Dr. VanHook. The credit for the “use of the 
skeleton extension principle” is entirely due to Italy. 
Vanghetti experimented the method in chickens, 
overcoming great difficulties and advised his friend, 
Codivilla, to try it on humans. Codivilla did so and 


credit is to be given, as it is practically by everybody, . 


to Vanghetti and Codivilla. Steinmann only im- 
proved, or better, changed the means by which the 
traction was made, applying entirely the principle 
developed by Vanghetti and applied in humans first 
by Codivilla. 

Thanking you for the publication of this letter in 
the AMERICAN JOURNAL OF SurRGERY, I beg to re- 
main, Cordially yours, 

A. L. Sorest. 


Progress in Surgery 


Selections from Recent Literature 


Arterial Decortication. C. Latimer CALLANDER, San 
Francisco, Cal. Annals of Surgery, January, 1923. 

There are certain fundamental principles wherein the au- 
thor differs with Leriche. The conception of primary im- 
portance is the knowledge of the path of the vasomotor 
fibers to the extremities. One gains the conclusion, from 
careful study of Leriche’s work, that he considers the ma- 
jority, if not all, of the vasomotor fibers to the extremities 
follow the sheaths of, and lie in, the adventitia of the larger 
arteries. From what has béen said concerning the path of 
these fibers, anatomists and physiologists concur in the belief 
that they accompany and are embodied in the spinal nerves 
which run to these parts. If such be the case, the vaso- 
motor sympathetic fibers must leave these spinal nerves at 
different levels in their course, and supply innervation to the 
arteries from point to point as this innervation is required. 
Hence, it is a gratuitous assumption, from the point of view 
of proven work, that these fibers run a course along the 
arteries, and that their continuity may be severed, irritated, or 
otherwise interfered with by a removal of a thin sheet of 
tissue about the sheath or adventitia. 

The author is forced to the conclusion that an insufficient 
number of observations of this operation has as yet been 
made. It is only by careful physiologic estimation of capil- 
lary, surface temperatures and blood-pressure changes, that 
a correct conclusion is to be reached.. In this discussion, 
however, the author would not overlook the fact that great 
improvement in otherwise hopeless conditions, has resulted 
from this procedure, even though the mechanism of the pro- 
duction of the diseases and that of their cure is as yet un- 

own, 


Peri-Arterial Sympathectomy. An Experimental 
Study. Epwin P. Leumay, St. Louis, Mo. Annals of 
Surgery, January, 1923. 

“Perivascular sympathectomy” of Leriche does not result 
experimentally in the dog in the physiological changes in 
the extremity described by him in clinical cases, : 


Radium Treatment of Keloids. Ernest M. Datanp, 
Boston, Mass. Surgery, Gynecology and Obstetrics, 
January, 1923. 

Daland reports on 48 cases. Ten are still under treat- 
ment. Twenty-six have had a complete destruction of their 
lesions. Three patients ceased treatment before a sufficient 


number of applications had been made. Two cases were 
unsatisfactory, as the keloids, of long duration, were treated 
with too heavy filtration. There have been no recurrences, 
either in the cases treated by absorption doses or in those 
treated by actual destruction of the lesion. Two patients 
developed new keloids near the old ones. 

It seems probable that every keloid can be destroyed by 
radium if a sufficient dose is used- Silver filtration (1 milli- 
meter) should be used in keloids of recent origin, in chil- 
dren, in people of dark complexion and in exposed areas, as 
the face. The dosage should be from 30 to 60 millicurie 
hours, according to the age of the patients. Practically un- 
filtered tubes should be used on all other keloids. The 
dosage should be from 15 to 30 millicurie hours per tube. 
It should be explained to the patient that ulceration will 
result from this type of treatment. There is no evidence to 
show that the destructive doses damage the tissues so that 
the lesions recur. There is no lessening of the tendency of 
an individual to develop keloids, 


The “Open” Treatment in Eye Operations. W. B. 
Inctis Pottock, Glasgow. The British Medical Jour- 
nal, December 30, 1922. 

During the last seven or eight years Pollock has been 
using the “open” method of treatment, after cataract, glau- 
coma, and other eye operations. The chief reason which led 
him to undertake this method is that it is impossible to ster- 
ilize the eyelids and the conjunctiva completely in a number 
of hospital and other patients. Cultures of the conjunctival 
sac are taken in all intraocular operations by most ophthal- 
mic surgeons. While these cultures are often clear, there 
are a number with staphylococcus albus and bacillus xerosis 
present, which are usually regarded as non-pathogenic for 
the intraocular tissues. These cultures, however, do not 
show how many germs are lurking around the edges of the 
eyelashes and the skin immediately adjoining them. A 
number of our operation cases are found, on the first dress- 
ing, to have the eyelids adherent with a muco-purulent dis- 
charge of greater or less amount in different patients. 

These septic lids, which appear clean to culture, are al- 
ways a danger in operating upon the eyeball, or immediately 
in the neighborhood of the edge of the eyelids. The mere 
bandaging of the eyes seems to be the cause for the collection 
of matter around the edge of the eyelids. The longer the 
bandage is worn the worse the condition is liable to become, 
with all the conditions favorable for microbic life—namely, 
moisture, heat, etc. 


The Relation of the Optic Nerve to the Sphenoidal 
and Posterior Ethmoidal Sinuses. Gavin Youn, 
Glasgow. The British Medical Journal, December 30, 
1922. 

Youle studied several specimens and presents facts to 
support the clinical evidence that optic neuritis may arise 
from diseased post-nasal sinuses. It is quite apparent how 
this spread of infection takes place. A virulent infection 
might easily spread through bone of the thinness of the ma- 
jority of these specimens. If this be disputed it will be re- 
membered that there are actually hiatuses in the bony 
walls in a percentage of these specimens, and in addition 
to this the numerous bloodvessels connecting the orbit with 
the sinuses must constitute a considerable danger, 


Cancer of the Larynx. Is It Preceded by a Recogniz- 
able Precancerous Condition? CHEVALIER JACKSON, 
Philadelphia. Annals of Surgery, January, 1923. 

Jackson reports some interesting cases and says: 


If we admit, as we should, that certain curable laryngeal 


conditions are in some cases the sequential predecessors of 
frequently incurable cancer, it is clearly our duty not only 
to eradicate those curable precancerous conditions, but to 
contribute to their early recognition by applying to them the 
term “precancerous,” however faulty such a word may be 
from a purely scientific, histologic point of view. 

From a clinical point of view we may regard continual 
laryngeal irritation from any cause, chronic laryngitis, kera- 
tosis, syphilis, pachydermia, so-called prolapse of the ven- 
tricle, and benign growths, occurring in a person of cancer- 
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ous age, as clinically precancerous, in the sense that they 
may be contributory factors in the etiology of cancer, and as 
such should be cured, surgically or otherwise, as may be in- 
dicated. 


The Surgical Neuroses of the Thyroid Gland. Joun 
Rocers, New York. The American Journal of the 
Medical Sciences, January, 1923. 

Rogers concludes : 

1. The hypo- and hyperthyroid conditions are interchange- 
able and are manifested by neuroses chiefly of the autonomic 
group of nerves. 

2. The hyperthyroid neuroses do not represent a primary 
and vicious overactivity of the gland, but seem to develop 
secondarily from some preceding deficiency in the biochem- 


‘istry either of the involuntary nervous system or of the 


thyroid. 

3. The hyperthyroid symptoms are traceable to certain 
“hyperplastic” alveoli in the gland. When all, or the 
greater part, of these alveoli can be excised the symptoms 
quickly subside to those of the initial and underlying hypo- 
thyroidism. 

4. If the hyperplastic alveoli are scattered diffusely and 
evenly throughout the entire “goiter” the safest and best 
surgical treatment is to ligate first the two inferior thyroid 
arteries and later the superior vessels. 

5. The convalescence after any surgical intervention may 
require weeks or months of treatment with adrenal feeding 
and iodin to support the “check” upon the thyroid, or with 
thyroid feeding in the form of some “nontoxic” thyroid 
derivative to correct the primary hypothyroidism and to 
prevent its relapse into the secondary hyper disturbance. 


Pneumothorax in Tuberculosis. J. J. Sincer. The 
American Journal of the Medical Sciences, January, 
1923. 

The ol suitable cases are one-sided tuberculosis or 
moderately advanced cases with proper compensatory lung 
tissue. 

Cases with hemorrhages are especially benefited by pneu- 
mothorax. 

Bronchiectasis, lung abscess and tuberculous empyema 
are frequently very much improved. 

As a diagnostic measure of the lung condition it offers 
considerable. 


Syphilis of the Lung. W. T. Munro, London. The Lan- 
cet, December 30, 1922. 

Acquired syphilis of the lung may occur in three condi- 
tions: (1) Gummata, (2) fibroid induration, (3) areas of 
consolidation and catarrh. 

Fibroid induration is the most common. In these cases 
the initial lesion would appear to be at the right base. 

No patient of this type was under 35 years of age. The 
shortest time between infection by the spirochaete and symp- 
toms referable to the chest was three and a half years. 

Antisyphilitic treatment in the early stages is to be recom- 
mended, but when bronchiectasis is well established treatment 
is not likely to lead to improvement. 

Two cases of focal disease were found. Both improved 
on treatment. This condition will occur in younger pa- 
tients. 

Congenital syphilis of the lung may be common, and re- 
sponds to treatment. 


Extrapleural Thoracoplasty in the Treatment of Pul- 
monary Tuberculosis. P. Butt, Christiania. The 
British Medical Journal, December 23, 1922. 

Bull discusses the indications, technic, after-treatment and 
results of extrapleural thoracoplasty in the treatment of pul- 
monary tuberculosis, tabulates 75 operations, and concludes: 

In unilateral or mainly unilateral pulmonary tuberculosis 
which is not cured by rational expectant treatment or pneu- 
mothorax, good results can be achieved by means of extra- 
pleural thoracoplasty. 

The operation should only be performed after an exhaus- 
tive conference with the physician treating the patient, who 
must have been enabled, by observation during a considerable 
period, to form a considered opinion of the prognosis with 
continued expectant treatment. 


Resection of the ribs should be carried out, under local 
or general anesthesia, through a paravertebral incision so 
that the posterior part of the ribs from the eleventh, or in 
any case from the tenth, to the first inclusive can be re- 
moved, 

If a cavity remains, it can be brought to collapse by means 
of intrathoracic transplantation of fat. 

It is necessary that medical practitioners should acquire 
knowledge of the indication and results of extrapleural thor- 
acoplasty. As one can rely upon saving one-third of the 
patients who, without the operation, would be doomed no 
doctor has now the right to withhold the chance of operation 
from suitable patients. 


The Present Status of Pyloroplasty. W.M. McCasz, 
Nashville, Tenn. The Journal of the Tennessee State 
Medical Association, December, 1922. 

The author states that the present status of pyloroplasty 
is as follows: 
1. It can be used in all cases of ulcer of the stomach 


in which gastro-enterostomy is indicated except in case of, 


cancer of the pylorus or where it is impossible to mobilize 
the pylorus. It is preferable to gastro-enterostomy because 
it disturbs physiological relation very little, and because it 
allows of direct treatment of the ulcer. 

2. It is preferable to gastro-enterostomy in ulcer of the 
duodenum so situated that it can be removed in the per- 
formance of the operation. Gastro-enterostomy is to be 
preferred in ulcer which cannot be removed. Include here 
ulcers which are so situated that removal is possible, but 
not in the performance of pyloroplasty. 


3. It is the operation of choice in gastro-jejunal ulcer | 


following gastro-enterostomy in which the gastro-enteros- 
tomy opening is detached. 

4. It can be used satisfactorily in pyloric stenosis, but 
gastro-enterostomy has given its best results in these cases. 


The Healing of Gastric Ulcer. M. J. Stewart. British 
Medical Journal. December 16, 1922. 

Healing of gastric and duodenal ulcer is a common 
event. Statistics are given to show that, in the post-mortem 
room, scarring is met with almost as frequently as gastric 
ulceration, while duodenal scars occur with about half the 
frequency of duodenal ulcers. This difference may be partly 
accounted for by the greater liability of duodenal ulcers to 
perforate. 

Single and multiple gastric scars are met with in the ratio 
of 4 to 1, which is exactly the same as the ratio of chronic 
to acute ulcers. It is suggested from this that acute and 
chronic ulcers have an equally good chance of healing, 

Hour-glass contraction of the stomach is met with in 
about 6.5 per cent. of all cases of completely healed gastric 
ulcer—that is to say, in about 8 per cent. of cases of healed 
chronic ulcer. The incidence of pyloric stenosis is little 
more than half this. 

There is no evidence from the present observations that 
carcinoma arises in connection with gastric scars, whereas in 
a series of 98 stomach specimens received from the operat- 
ing theater and submitted to microscopic examination the 
incidence of carcinoma in cases of simple chronic ulcer was 
11.5 per cent. 

Gastric scars are not always conspicuous, and must be 
carefully looked for after gently wiping away adhcrent 
mucus or food materials. The presence of adhesions or of 
fibrous thickening on the peritoneal coat is confirmatory, as, 
on section, is replacement of the soft grayish muscular wall 
by dense white fibrous tissue. 

Conclusive histological evidence of scarring is afforded 
by the presence of fibrosis of the muscular coat. This can 
be most conveniently demonstrated by means of Mallory’s 
connective-tissue stain which is especially suitable for naked- 
eye and low-power work: 

It follows that only ulcers which have definitely involved 
the muscular coat leave a permanent scar, and one which 
can be unmistakably recognized both by naked-eye inspec- 
tion and by microscopical examination. The most striking 
scars are, of course, those of ulcers which have completely 
perforated the muscular coat. 
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~ When an ulcer heals the continuity of the mucosa is 
completely restored, but it is usually thinner than normal, 
and less well supplied with glands. There is no evidence 
as to whether or not a gastric or duodenal scar readily 
re-ulcerates, although it is perhaps a legitimate assumption 
ti. it the thinner mucosa together with the less vascular 
fu rous tissue underneath will be more vulnerable than the 
normal mucous membrane. It is possible, on the other hand, 
that certain ulcer-producing factors may have disappeared 
as a result of this cicatrization, and there is evidence to 
show that the well-known recurrent character of the lesion 
may be dependent rather on the formation of a new ulcer 
or ulcers than on a breaking down of the old. 


Preoperative Preparation of Patients with Obstruc- 
tive Jaundice. End-Results in Thirty-four Cases. 
WaLtTMAN WALTERS, Rochester, Minn. Minnesota 
Medicine, January, 1923. 

Thirty-four patients with marked obstructive jaundice 
were prepared for operation at the Mayo Clinic by means of 
three intravenous injections of calcium chlorid. Large 
quantities of carbohydrates and water were also assimilated. 
None of these patients died of postoperative hemorrhage. 
Careful estimations were made of the patients’ blood coagu- 
lation time and operation postponed until the coagulation 
time had been reduced to normal. 

During a preceding period when patients with obstructive 
jaundice were not accurately prepared and no particular at- 
tention was paid to their venous blood coagulation time, 
except at the primary examination, seven patients died from 
intra-abdominal hemorrhage, 

It has not been possible to determine, either clinically or 
experimentally, that any deleterious effect is produced by 
three intravenous injections of 5 cc. of a 10 per cent solu- 
tion of calcium chlorid in redistilled water slowly ad- 
ministered. 


The Bile Factor in Pancreatitis. Frank C. MANN 
and AtFrep S. GiorpANo, Rochester, Minn. Archives 
of Surgery, January, 1923. 

An physiologic basis for the theory that 
reflux of bile may occur in the pancreatic duct does exist. 
The evidence indicates that such a reflux of bile may rarely 
be the cause of chronic pancreatitis. The number of in- 
stances in which the necessary anatomic conditions are pres- 
ent for such an occurrence is very small. We must look 
elsewhere for the explanation of the cause of most cases of 
pancreatitis. 


Studies in Pancreatic Function. The Enzyme Con- 
centration of Duodenal Contents in Pathological 
Conditions Involving the Pancreas, Liver and 
Stomach. CuHartes W. McCrure and Cuester M. 
Jones, Boston, Mass. The Boston Medical and Surgical 
Journal, December 21, 1922. 

Abnormalities in enzymatic activities of duodenal con- 
tents were found: (a) in the presence of some organic 
lesion involving the pancreas primarily or secondarily; or 
(b) when clinical, operative or autopsy findings indicated 
the possibility of derangement of the external secretory 
function of the pancreas. Such abnormalities show path- 
ological involvement of the pancreas or its ducts, and the 
involvement of the pancreas may be mechanical or func- 
tional in nature. If this assumption is correct, then it is 
justifiable to conclude that estimation of enzymatic activities 
of duodenal contents furnishes an index to the activity of the 
external secretory function of the pancreas. 

In achylia gastrica and pernicious anemia no abnormali- 
ties in the activity of the external secretory function of the 
pancreas were demonstrable, as measured by the enzyme 
concentration of duodenal contents. These findings suggest 
that the presence of hydrochloric acid is not necessary in 
order to stimulate normal pancreatic secretory activity. 

Under the experimental conditions used, enzymatic activity 
was not demonstrably affected by the presence or apparent 
absence of bile in the duodenal contents. The external secre- 
tory function of the pancreas, as measured by the enzyme 
concentration of duodenal contents, was found to be much 
depressed in chronic pancreatitis. Acute pancreatitis necro- 


sis, cancer of the head of the pancreas and lesions obstruct- 
ing the pancreatic duct were accompanied by marked ab- 
normalities in enzymatic activities of duodenal contents. Ob- 
structive lesions caused great diminution, while acute necro- 
sis usually caused dissociation in enzymatic activities. 

Estimation of enzymatic activities of duodenal contents 
furnished findings of value in the differential diagnosis be- 
tween benign and malignant lesions, causing obstructive 
jaundice. Dissociation of enzymatic activities of duodenal 
contents are interpreted as showing derangement of the ex- 
ternal secretory function of the pancreas. Acute and 
chronic cholecystitis and infectious (catarrhal) jaundice 
were accompanied by dissociation of enzymatic activities of 
duodenal contents. This finding suggests that there was 
associated derangement of the external secretory function 
of the pancreas, 


Surgical Treatment of Non-Traumatic Affections of 
the Spleen. James Carstaw, Glasgow. The Brit- 
ish Medical Journal, December 23, 1922. 

The mere finding of splenomegaly is not an excuse for 
operation. Carslaw would rule out interference in such dis- 
eases as malaria and syphilis, although trauma of the spleen 
in the subject of malaria may necessitate operation, and such 
a spleen has been repeatedly removed with success. He op- 
poses operation also in leukemia and in Hodgkin’s disease. 
In pernicious anemia he is not convinced that operation is 
called for; certainly not if the spleen is small. It may be 
that there are various types of pernicious anemia and that 
some of them are more suitable for operation than others. 
But in splenic anemia, if the patient’s health and develop- 
ment are chronically poor, if repeated attacks of splenic 
pain occur, if from its size the spleen is distressing, and 
above all if the danger of hemorrhage seems to have super- 
vened, the spleen should be removed, and without waiting 
too long. For if the disease is allowed to advance to the 
later stage when cirrhosis of liver and perhaps ascites have 
developed not only is the operation more difficult, but the 
chances of ultimate success are lessened. The greatest suc- 
cesses of splenectomy seem to have been achieved in cases of 
acholuric jaundice. There are, however, mild cases of this 
disease which may not require operation. But if hemolysis 
is extreme and the patient’s condition deteriorating the opera- 
tion should be recommended, and splenectomy has been found 
to bring about complete and permanent cure. In all cases 
one must be prepared for unexpected results from the path- 
ological examination of the spleens after operation. Eight 
cases are reported, 


End-Results of Five Hundred Cases of Chronic Ap- 
pendicitis. A Statistical Study, Jonn B. Deaver 
and I. S. Ravorn, Philadelphia, Pa. Archives of Sur- 
gery, January, 1923. 

Few cases of chronic appendicitis are observed in the first 
decade. The most frequent symptom is periodic pain in the 
right iliac fossa, and-in a patient carefully studied this 
symptom is suggestive. The symptoms of seven cases of 
tuberculous appendicitis and one of carcinoma did not differ 
in any way from the remaining cases. There seems to be a 
definite relation between appendicitis and upper abdominal 
disease and between appendicitis and pelvic disease. Eighty- 
three and one-tenth per cent. of the patients followed up 
were entirely relieved, 9.7 per cent. were partially relieved, 
and 7.07 per cent. were unrelieved. 


Non-Tuberculous Infections of the Kidney. Frep H. 
Cote, Detroit, Mich. The Journal of the Michigan 
State Medical Society, January, 1923. 

Kidney infections may be divided into three groups: (a) 
colon infections, which show a predilection for the medul- 
lary collecting portion of the kidney, the straight collecting 
tubules, the pelvis and ureter; (b) infections caused by 
cocci, which attack the filtering portion, the cortex (c) 
mixed infections—where both medullary and cortical struc- 
tures are involved. 

There are three possible ways by which bacteria may reach 
the kidney; by direct invasion up the ureter, through the 
lymph, and through the blood-stream. 

About 80% of all kidney infections are the so-called 
pyelitis cases and come under the group of colon infections. 
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The colon bacilli affect the straight tubules of the pyramids, 
extend from them to the pelvis and there produce a pye- 
lonephritis, more commonly called pyelitis. The urine shows 
much pus, 

In the second group the staphylococcus and streptococcus 
pyogenes form small abscesses usually around the glomeru- 
lus. Thrombosis occurs, the small vessels are plugged and 
often an infarct is produced at the base of the pyramid. The 
drainage of these abscesses is principally toward the peri- 
phery and frequently a perinephritis results. If free pus 
is formed there is a perinephritic abscess. The urine is 
clear to the eye, but a culture shows the presence of micro- 
organisms. \ 

In the group of mixed infections, the patients show 
symptoms of a coccus infection, while the urinary and culture 
findings are those of a colon invasion. 

-The author reviews briefly the etiology of surgical kidney 
lesions in general. 

It has been fairly well established that pyelonephritis, 
pyelitis and pyonephrosis are different stages of the same 
pathological condition. 

Focal infection plays an important part in kidney sepsis. 

So long as the focus exists, be it in the intestinal tract, 
oral cavity or lower urinary tract, we may expect absorption 
into the blood-stream and reinfection of the kidney. So 
long as mechanical obstruction exists even when all foci 
have been removed, will we have a persistence of the infec- 
tion. The interrelation of obstructive lesion and focus must 
be appreciated. 


The Causative Factor of Vessel Compression in Upper 
Urinary Obstruction. Grorce C. Burr, Detroit, 
Mich. The Journal of the Michigan State Medical So- 
ciety, January, 1923. 

_ Burr reviews recorded cases of uretero-pelvic obstruc- 
oe by normal and abnormal bloodvessels, and summarizes 
thus: 

Avnormal relations of bloodvessels are primarily and 
secondarily involved in the production of obstruction 
whether they be normal or anomalous veins or arteries. Re- 
cent satisfactory results in the radical surgical treatment of 
such obstructions, by many observers, demonstrate their 
high incidence in ureter disfunction. Many of our text- 
boo.s might well have included in them a more tangible 
presentation of the question of vessel obstruction. 


A Clinical Investigation of Vulvovaginitis. Irvine F. 
STEIN, Chicago, Ill. Surgery, Gynecology and Obstet- 
rics, January, 1923. 

Vulvovaginitis is an infection which frequently is gonor- 
rheal in origin, but may, even in purulent varieties, be non- 
specific. Filth, unquestionably, plays a part in predisposing 
to the infection and may be the chief cause in the milder 
types. 

Diagnosis rests upon clinical evidence of the disease and 
smear examination made by an expert. Cultures prove posi- 
tive in about 50 per cent. of gonorrheal cases and are there- 
fore not requisite for diagnosis. 

Purulent vulvovaginitis should be vigorously treated by 
an approved method, such as that used by Gellhorn (con- 
sisting of daily injections into the vagina of a I per cent. 
silver nitrate in an ointment of equal parts of lanolin and 
white vaseline). A daily tub bath is an aid to local treatment 
and in mild non-gonorrheal cases, is all that is required for 
cure. 

Determination of cure rests upon the disappearance of 
clinical evidence of the infection, three negative smears at 
intervals of one week after suspending treatment, and a 
priod of observation equal in time to the duration of the 
treatment: 


Diverticula of the Bladder in Children. Aspranam Hy- 
MAN. New York City. Surgery, Gynecology and Ob- 
Stetrics, January, 1923. 

Hyman reports three cases. Vesical diverticula are rare 
findings in childhood; not more than 30 being found in a 
review of over 600 cases. 

Diagnosis of this condition in children should present no 


difficulties. Little value can be placed on the history. Physi- 
cal examination of the abdomen is of considerable import- 
ance. A chronically distended bladder especially asymmet- 
rical in outline, should make one suspicious of a diverticu- 
lum. The cystoscope and cystogram are absolutely essential 
in making a correct diagnosis. Of the two, the cystogram 
will be found more valuable. 

No evidences of obstruction, either vesical or urethral, 
were found in the 3 cases reported in this article. All three 
diverticula were in immediate proximity to the ureter; in 
one, the ureter opened into the sac, and as a result, the 
ureters were compromised to such a degree as to cause 
oblite: ation of the lumen, with resultant dilaiaticn- Division 
of ureter with reimplantation was performed in all 3 cases, 
with recovery of patients. 

Undoubtedly there will be an increase in the number of 
cases reported as soon as cystoscopy in children becomes 
more of a routine procedure. The presence of diverticula 
in patients so young, without evidences of any obstruction, 
leads one to conclude that they were congenital and that 
in all probability many of the diverticula in adults have also 
a similar origin. 


Removal of Sharp Pointed Foreign Bodies from the 
Rectum. ArtHuur A. LanpsMAN, New York. New 
York Medical Journal and Medical Record, December 
20,1922. 

Landsman advises: 

1. To remove from below without general anesthesia, if 
possible; physics are contraindicated. 

2. To avoid injury of the rectum by (a) protecting its 
walls with gauze packing, and (b) covering sharp edges and 
sides of body with adhesive plaster. 

3. To use a general anesthetic, dilate the sphincters, and 
perform posterior proctotomy, if unable to deliver otherwise, 

4. To prevent secondary infection by (a) treating lacera- 
tions according to general surgical principles; (b) flushing 
the rectum with hot water several times daily, and (c) se- 
curing functional rest by opium and restricted diet. 


Syphilis of the Bones and Joints. B. FRANKLIN Buzsy, 
Philadelphia. The Pennsylvania Medical Journal, Janu- 
ary, 1923. ; 

Any bone or joint may be the seat of leutic infection and 
it is claimed by some that fully 30% of bone infection is of 
this etiology. The long bones and joints of extremities are 
the most frequently involved and of these the tibia and 
knees are the most commonly diseased, although the spine 
and elbow are involved more often than many suspect, and 
- recognize that the disease is seen often in membranous 

nes. 

The diagnosis of any of these conditions depends on four 
main factors, only one of which is absolutely accurate: (1) 
A careful, complete and painstaking family and personal 
history. (2) Blood and spinal fluid Wassermanns should 
be taken in all bone and joint lesions, for syphilis can sim- 
ulate any osseous disease. To be sure, only about 50% of 
bone lues give a positive reaction; still the test is of value. 
Other members of the family should be tested also if pos- 
sible. (3) Careful x-rays should be made of all lesions; 
and (4), most important, a saturating and continuous thera- 
peutic test should be given, for small doses of antiluetic 
drugs may be badly borne whereas sometimes large doses are 
well assimilated and produce results. 

Conditions confused with and which must be differentiated 
from bone and joint syphilis are pyogenic infection, acute 
rheumatic fever, rickets, tuberculosis, bone cysts and tumors, 
Paget’s disease, typhoid infections and chronic metastatic 
arthritis. It is, of course, possible to have a mixed infection 
for luetic bone makes an excellent breeding place for other 
organisms. 

The treatment consists in combating the syphilis primarily 
and actively and supporting the general health. When joints 
are involved or gummata present rest in bed is indicated. 
Should there be permanent injury to the joints, causing pain 
on motion, a fixation apparatus should be used for the relief 
of this. If bone pains persist, drilling the eburnated cortex 
will afford relief, 

The prognosis is good for almost complete recovery and 
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restoration of function, except where there has been too | 


much destruction or distortion of the bone or joint. These 
deformities are permanent and must be treated individually. 


Synovectomy in Chronic Infectious Arthritis. Paut B. 
Swett, Hartford, Conn. The Journal of Bone and 
Joint Surgery, January, 1923. 

The summary of the important points brought out by this 
series of eight cases is as follows: No local damage or 
disastrous complications followed the operation; very little 
reaction, either locally or constitutionally was found post- 
operatively. With one exception a marked improvement 
in the mechanics of the operated joints has occurred. In 
six of the eight patients, the operation was followed by a 
pronounced general improvement, and apparently accom- 
panied by some amelioration of the signs and symptoms in 
the other involved joints. In one case, there was no im- 
provement whatever, either locally or constitutionally, and in 
= oe the local and constitutional improvment was very 
slight. 

Synovectomy is a procedure which warrants further con- 
sideration in cases of chronic infectious arthritis, and if 
the cases are carefully selected, so that the operation is not 
attempted in other forms of polyarthritis or in cases in which 
extensive cartilaginous damage has already occurred, we 
may expect local benefit to follow. However, this opera- 
tion cannot take the place of other forms of treatment, and 
it should not be resorted to on any wholesale basis. It 
should not be undertaken in any case in which the diagnosis 
is not perfectly clear. Moreover, it should not be under- 
taken until the originating foci of infection have been elimi- 
nated, and sufficient time elapsed to show the improvement 
cannot be secured by such conservative constitutional means 
of treatment as are generally practised. Apparently, the 
operation is most likely to succeed if it is done in the type 
of case or at the stage of the disease where the damage is 
entirely synovial, the effusion extensive, and the cartilages 
are not ulcerated. 


Isolated Disease of the Scaphoid. B. W. Morrart, 
New York. The Journal of the A. M. A., January 13, 
1923. 

Four new cases of isolated disease of the scaphoid are re- 
ported. The clinical picture is that of a child of from 4 to 
8 years, giving a history of trauma varying from a turned 
ankle to a crushing injury beneath an automobile. The 
symptoms, which are occasionally entirely absent, are a 
slight limp and discomfort at the site of the scaphoid, in- 
creasing often to actual pain at night. The signs, which are 
also inconstant, are enlargement of the scaphoid, as shown 
by palpation, and tenderness. Abscess formation never oc- 
curs. The treatment is rest or immobilization in plaster for 
from three to ten weeks. A mechanism of the disease 
which would seem to account for all the facts is the follow- 


-ing: Through trauma, or possibly some unknown factor, 


the bone is enlarged. This is demonstrable by palpation and 
would also account for the abduction of the fore part of the 
foot found in these cases. In weight-bearing, this enlarged 
bone, as the keystone of the arch, is subjected to antero- 
posterior pressure, resulting in a flattening and spreading 
out laterally of the soft, newly formed osseous portion. The 
biconcave appearance presented would thus be accounted for. 
As the constituents of the bone—cartilage and osseous ma- 
terial—are still present, conversion of cartilage into bone 
continues as in the normal bone. The subsidence of the 
symptoms corresponds in time roughly to the reestablishment 
of bony architecture throughout all of the portion made 
visible by the roentgen ray. 


Fracture-Dislocation of the Humeral Head. WELLER 
Van Hook, Chicago, Ill. The Boston Medical and 
Surgical Journal, December 28, 1922. 

Subcutaneous fat-tissue can be excised from its seat, even 
without pedicles, and replanted successfully in injured joint- 
cavities. This makes it possible safely to leave in the joint- 
Cavity bone surfaces not covered by periosteum or cartilage 
and synovial membrane, but covered by fat-tissue. Even 
defects of joint capsules and ligaments result in minimal 


disturbance of function if the space is filled in with fatty 
connective tissue. 

Where wounds of the bony surfaces of any joint or of its 
capsule have occurred, and especially where loss of sub- 
stance has taken place, fatty tissue (usually subcutaneous 
areolar tissue) should be implanted to cover the defect, 
whether or not the injured tissue lies between articulating 
sur faces. 

Since transplanted fat-tissue must become vascularized 
before it can be permanently stable in its new histological 
and functional relations, pedicled flaps are better than free 
flaps which must acquire entirely new blood and lymph 
vascular associations, , 

The removal of fragments of the humeral head, after 
simple fracture, gives excellent results under aseptic heal- 
ing. But muscular attachments must be re-established, cap- 
sular rents and bone surfaces deprived of endothelium should 
be covered with transplanted fascia and fat, dressing should 
be maintained in full abduction, and massage and passive 
motion must be instituted and kept up until the maximum 
of function is restored- 


Crush Fractures of the Spine. James O. WALLACE, 
Pittsburgh, Pa. The Journal of Bone and Joint Sur- 
gery, January, 1923. <i 

Wallace presents many interesting case histories and con- 
cludes : 

Many fracture-crushes of the spine, without cord involve- 
ment, are unrecognized. A great many physicians thin‘: 
that if a man can walk he has not fractured his spine, and 
treat him for sprains and contusions of the soft parts. 

The majority of fracture-crushes of the spine receive no 
adequate treatment. They are allowed up after periods of 
from one to eight weeks in bed without any support and 
gradually break down and deform. It is highly essential, no 
matter how long the patient has been in bed, that he have ade- 
quate support in order to restore, partially at least, the 
normal function of the spine, while at the same time pre- 
venting the occurrence of deformity until the return of full 
function is permissible. : 

The spinous processes of the fractured vertebrae will be 
tender until the healing of the vertebra has taken place and 
all strain has been taken from it. 

It is very easy to fracture a vertebra if weight is applied 
to the top of a slightly flexed spine. 

All cases of fractured spine should be corrected and put 
in the best position and then held in that position until nature 
has repaired it. This should be at least six months. 

It is unnecessary to do any operation on the spine for in- 
ternal fixation. 

Every case of suspected fracture of the spine should have 
a thorough x-ray examination, and that means plates taken 
antero-posteriorly and laterally. 


Fracture of the Spine with Cord Involvement. Wi.1- 
IAM Jason Mrxter, Boston. The Journal of Bone and 
Joint Surgery, January, 1923. 

Consider every fractured spine with cord involvement a 
surgical emergency until it is satisfactorily demonstrated that 
operation is not indicated. Any case showing increasing 
symptoms should be operated on at once or as soon as the 
patient has sufficiently recovered from shock. If at first 
examination it cannot be determined whether or not the 
lesion is progressive, the findings are carefully noted, par- 
ticularly the sensory changes, and shock treatment instituted. 
A few hours later the patient is again examined and a third 
time if necessary. If symptoms have increased, laminectomy 
is indicated. If they have decreased, it is contraindicated. 

This will still leave a considerable group undecided, as 
most cases with complete paralysis from the beginning will 
show no change whatever. If from the history, local or 
4“-ray examination, it seems certain that the lesion is a com- 
plete crush, operation is contraindicated. If a pure hema- 
tomyelia, the same is true, but one can not feel at all sure 
of the diagnosis of hematomyelia within the first 24 hours. 
If the cord damage is slight enough to make it probable that 
regression of symptoms will take place, operation is contra- 
indicated. If the signs of complete section are present but 
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not borne out by history, local examination, or x-ray, lamin- 
ectomy should be performed in the hope of finding some 
remediable lesion, though the chances of improvement are 
slight. If there is evidence at this time of marked angula- 
tion or any other cause of direct compression and yet not 
enough to warrant a diagnosis of complete transsection, 
operation is indicated. If there is evidence of damage to the 
cord, other than complete section sufficient to cause total 
disability, should it persist, operation is indicated. Lesions 
of the cauda equina may be left for some time before opera- 
tion is finally decided upon, but where the cord itself is 
damaged, a definite course should be mapped out within the 
first 24 hours. As Allen has shown, operation after that 
time has passed is of much less value and late operation 
is justified only in unusual circumstances. 

Mixter analyzes results of 16 operations. At least four 
definite errors are thus shown in his cases; two at operation 
showed complete section and two in which operation was not 
advised, on the ground that complete section existed, ulti- 
mately showed definite though incomplete restoration to 
function. (Thus emphasizing the point that clinical evi- 
dence of a complete section may be deceptive.) Of the six- 
teen laminectomies only four showed relief of symptoms, 
and in all of these the critic can say “Would these patients 
not have done as well without operation?” In one, the 
probably would be right (no lesion found); in. the other 
— operation was of value, though there is no definite 
proof. 


The Temporary Plating of Fractures of the Long 
Bones. G. H. Epincron, Glasgow. The British Med- 
ical Journal, December 23, 1922. 


Operative treatment should not be a routine, but properly 
reserved for cases where non-operative measures fail to 
secure restitution of fragments. 

Temporary plating is, in the case of the tibia, femur, and 
humerus, a reliable form of internal splinting. 

The skin incision should be placed so as not to be in 
immediate contact with the fracture. 

With the object of encouraging the formation of callus, 
the periosteum should be reflected from the area to which 
the plate is to be applied. 

Flat four-hole plates, if necessary bent to fit, and fixed 
with Lane’s screws, give satisfactory results. 

External splint support is necessary. 

Plates and screws are removed in from three to four 
weeks. 

Looseness or fixity of screws at time of removal is in 
proportion to reaction or sluggishness of the bone, and would 
seem to be an index to the progress of repair, 

Plating does not prevent delayed or non-union. 


The End-Result in Four Cases of Severe Destructive 
Injury to the Hip. Tom S. MEBANE, Washington, D. 
C. The Journal of Bone and Joimt Surgery, January, 
1923. 

These cases are instructive in that they demonstrate that 
considerable loss of substance of the upper end of the femur 
can be followed by a fairly satisfactory functional result. 
They also demonstrate that this result can occur in spite of 
prolonged infection. These results show that extensive re- 
sections of the upper end of the femur, in adults, for severe- 
ly infected fractures, are justified. They would suggest 
also that it might be justified in severe tubercular or septic 
disease, in which mortality is high, recovery slow, and ten- 
dency % permanent organic damage by amyloid degeneration 
is great. 


The Conservation of Muscles in Paralytic Deformities 
of the Foot. Prrcy Witiarp Roserts, New York. 
The Journal of Bone and Joint Surgery, January, 1923. 


Roberts’ observations support the theory that a muscle 
which does not function after an attack of poliomyelitis is 
not necessarily paralyzed, and also the contention that no 
single muscle or a group supplied by the same terminal nerve 
is likely to be completely paralyzed if the other members 
of the group have regained normal power. In practice the 
application of these principles will be of service in the con- 


_ servation of muscles in paralytic deformities of the foot. 


Book Reviews 


Progressive Medicine. A Quarterly Digest of Advances, 
Discoveries and Improvements in the Medical and Sur- 
gical Sciences. Edited by Hopart Amory Hare, M.D., 
LL.D., Professor of Therapeutics, Materia Medica and 
Diagnosis in the Jefferson Medical College, Philadel- 
phia; Physician to the Jefferson Medical College Hos- 
pital, etc. Assisted by Leicuton F. AppLtemMAN, M.D., 
Instructor in Therapeutics, Jefferson Medical College, 
Philadelphia; Ophthalmologist to the Frederick Doug- 
lass Memorial Hospital and to the Burd School, etc. 
Volume IV, December, 1922. Diseases of the Digestive 
Tract and Allied Organs, the Liver, Pancreas and 
Peritoneum-Nephritis- Genito-Urinary Diseases- Sur- 
gery of the Extremities, Shock, Anesthesia, Infections, 
Fractures, Dislocations and Tumors—Practical Thera- 
peutic Referendum. Octavo; 402 pages; illustrated. 
Philadelphia and New York: Lea & FErsicer, 1922. 

This number contains some very excellent reviews. Reh- 
fuss’ summary of the progress in Diseases of the Digestive 

Tract and Allied Organs, the Liver, Pancreas and Peri- 

toneum, is splendid and is especially valuable because there 

is critique as well as mere digest. He ably defends his frac- 
tional method of testing the gastric contents which has been 
submitted to so much criticism in the past year or two. 

Rehfuss gives a fairly complete summary of the recent 


work on liver functional tests and especially the tests of © 


Van der Bergh. We are surprised, however, to read nothing 
of Widal’s “hemoelastic crises” as a test of liver function. 
Lyon’s method comes in for a very complete review. Geye- 
lin on Nephritis limits himself almost entirely to a review 
of the American literature. The review of Genito-Urinary 
Diseases by Bonney reveals a far wider reading. Especially 
to be commended is the chapter on Surgery of the Extremi- 
ties, Shock, Anesthesia, Infections, Fractures, etc., by Lee. 
It represents not only a comprehensive study of the most 
important work in this field in the literature of all countries, 
but subjects of cognate interests as well, such as post-opera- 
tive pulmonary complications, the physiological effects of 
light, studies on the physiology of the capillaries, etc. All 
in all, it is one of the most satisfactory chapters in the 
volume. The practical therapeutic referendum by Landis 
covers the ground fully. 


Le Curettage Utérin. Indications—Technic—Accidents— 
Résultats. Par J. Professor a l’Ecole de Méde- 
cine de Marseille, Chirurgien des Hopitaux. Duo- 
decimo; 125 pages; 29 figures. Paris: Masson et Cie, 
1922. 

This pamphlet is devoted to the subject of curettage. 
The author advocates the operation unreservedly for post- 
abortive bleeding and for retained placental tissues. He fol- 
lows well accepted rules in considering acute uterine infec- 
tions, especially gonococcal and adnexal inflammations, as 
absolute contraindications. Exploratory curettage is warm- 
ly praised—as it should be. Every type of instrument ever 
used in connection with curettage, including the bottle- 
cleaner type of brush known as “ecouvillon”, is described. 

This little book is clearly written and adequately illus- 
trated. 


Origin and History of All the Pharmacopeial Vegeta- 
ble Drugs, Chemicals and Preparations, with Bib- 
liography. Volume 1. Vegetable Drugs. By Joun URI 
Lioyp. Duodecimo; 449 pages; illustrated. Cincinnati: 
CaxTon PREss, 1922, 

This book is published by and under the auspices of the 
American Drug Manufacturers’ Association, who placed its 
writing in the hands of Dr. John Uri Lloyd, the man who, 
by reason of his years of research in the subject and his 
ready access to a vast literature of his own accumulation, 
was most qualified to write it. 

The work—a labor of love, no doubt—makes highly in- 
teresting reading. Each of the vegetable drugs of the U. S. 
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Pharmacopeia (eighth and ninth decennial revisions) is 
considered in its alphabetical order: its habitat, growth and 
cultivation, and, especially, the history of its introduction 
into medicine and its subsequent use, with reference to 
sources of information and early descriptive publications. 
The bibliography, gathered at the end of the book, consists 
of over 700 references. Only crude drugs (not non-official 
preparations derived therefrom) and only those of the phar- 
macopeia are dealt with. 

A second volume, on chemicals and preparations of the 
pharmacopeia, by Sigmund Waldbott, Ph.D., and Francis F. 
Heyroth, M.A., is in preparation. 


Diseases of the Thyroid Gland. By Arruur E.- Hertz- 
LER, M.D., F.A.C.S., Protessor of Surgery in the Uni- 
versity of Kansas School of Medicine; Surgeon to the 
Halstead Hospital, Halstead, Kansas; Surgeon to St. 
Luke’s Hospital and St. Mary’s Hospital, Kansas, Mo., 
and to Provident Hospital, Kansas- With a Chapter on 
Hospital Management of Goiter Patients. By Victor 
E. CHEsky, A.B., M.D., Associate Surgeon to Hal- 
stead Hospital. Large octavo; 245 pages; 106 original 
illustrations. St. Louis: C. V. Mossy Company, 1922. 


This is a very personal book, written in a lively and en- 
tertaining fashion. The cause of goiter is unknown. No 
one theory explains the onset. The one salient fact is that 
a thyrotoxicosis without changes in the thyroid gland has 
never been demonstrated. Relation of nervous shock to the 
onset is too frequent to be explained by coincidence. Hertz- 
ler compares the symptomatology of the “forme fruste” to 
that complained of by the oophorectomized woman- 

The pathological classification adopted is that of colloid 
goiter, which deals with disturbance of secretion and absorp- 
tion and adenomatous geiters in which the fundamental 
change is one of cell multiplication. Besides the fetal 
(localized) adenoma, Hertzler recognizes the diffuse. The 
latter includes the true adenoma which usually produces 
toxicosis without exophthalmos, the. papillary adenoma as- 
sociated with exophthalmos and a type dominated by in- 
— cell proliferation perhaps accounting for the forme 
ruste. 

The symptomatology is described in considerable detail. 
The Goetsch test is regarded as fallacious. The basal met- 
abolism test is accorded the relative value of the Wasser- 


mann reaction but is declared “on the whole . . . to be 
of value in inverse ratio to the clinical experience of the 
surgeon.” 


Hertzler says that in diagnosis it is important to remem- 
ber that in tuberculosis there is usually a rise of temperature, 
which never occurs in toxic goiter, mild enough to be mis- 
taken. The other disease requiring differentiation is neuro- 
pathic tachycardia. Throughout the book he harps unduly 
on the importance of pelvic lesions in the female and their 
casual relation to goiter. r 

Concerning prognosis, Hertzler is commendably frank and 
declines to rely on written replies from the patients. “The 
longer one observes his patients, the less the percentage of 
cures,” he comments. The operative prognosis is best in 
colloid and primary toxic goiter. The smaller the goiter in 
proportion to the intensity of the symptoms, the less satis- 


‘factory the result of the operation. 


A chapter un goiters in unusual locations is of interest. 

Of importance is the discussion of the hospital manage- 
ment of thyroid cases- 
__Early operation is advised in colloid goiter in adults, even 
if stationary, also in fetal adenoma and in the exophthalmic 
variety if the gland is large. The goiter of adolesence, the 
forme fruste, and all cases in which neuropathic symptoms 
predominate should not be subjected to operation. 

The last fifty pages of the monograph deal with the anat- 
omy and operative technic. Local anesthesia is preferred. 
References to the literature are numerous. The illustra- 
tions, with the exception of figures 10 and 12, are excellent. 
Though exception to many statements might be taken, the 
tone throughout is sincere, convincing and sound. This 
monograph can be highly recommended, as well worth care- 
ful study, to both the surgeon and the internist. 


I Believe in God and in Evolution. By Wittiam W. 
Keen, M.D., Emeritus Professor of Surgery, Jefferson 
Medical College, Philadelphia. Octavo; 100 pages. 
Philadelphia and London: J, B. Lirpprncotr Company, 
1922. 

This is an expansion of a popular address, which reveals 
the close relationship between man and the lower animals, 
in terms of anatomy, physiology, and heredity. It reveals 
the harmonious consistency of belief in religious dogma and 
scientific facts. The clear exposition of the unity of Chris- 
tian tenets and the doctrine of evolution marks its greatest 
value. 

Acute Cases in Moral Medicine. By the Reverend Ep- 
warp F. Burke, M.A., Pu.D., Professor of Theology, 
St. Mary’s Seminary, Cleveland. Octavo; 136 pages. 
New York: THe MacMiLtan Company, 1922. 

A concise volume, presenting the fundamental principles 
of Catholic morality, as bearing upon the duties of the 
trained nurse. It is a plea that doctors.as well as nurses 
should respect the religious beliefs of their patients, but 
offers only the view of Catholicism, which is not at all 
—_ in harmony with accepted social belief of non-cath- 
olics. 

Our Medicine Men. By Paut H. DeKruir, Duodecimo; 
137 pages. New York: THe Century ComMPANy, 1922. 

In a foreword that suggests sober thought, the author 
refers to a “slight, but incurable clownishness and impish- 
ness of his own mind.” There is in his writing much evi- 
dence of good intentions blasted by poor judgment; of 
obvious defects in medical practice, distorted by mental 
astigmatism; of fine satirical purpose thwarted by arrogant 
and faulty logic. Medicine of today is neither chaotic nor 
static. It does not disdain its humble origins, nor make 
pretense to superior scientific intelligence. It aims to be 
a constructive force for thé community, and as such it is 
not affected by clownish criticism. 

The Elements of Scientific Psychology. By KNicHT 
Duntap, Professor of Experimental Psychology in the 
Johns Hopkins University, Baltimore; Author of 
“Mysticism, Freudianism and Scientific Psychology,” 
“Personal Beauty and Racial Betterment,” etc. Large 
Octavo; 368 pages; illustrated. St. Louis: C. V. Mossy 
Co., 1922. 

This is a treatise on psychology based upon scientific 
demonstrations, unfettered by introspections. The volume 
evidences the progress of psychology and the subject is de- 
veloped to establish the elemental foundations for the student. 
There is, therefore, no stress upon the application of psy- 
chology to education, industry, or medicine. 

One brief chapter is devoted to mental deficiency and 
mental disease and contains a succinct description of the 
principal conditions, whose frequency demand their consid- 
eration. 

Clinical Medicine. Tuesday Clinics at the Johns 
Hopkins Hospital. By Lewettys F. Barker, M.D.,, 
LL.D., Professor of Medicine, Emeritus, Johns Hop- 
kins University; Visiting Physician to Johns Hopkins 
Hospital, Baltimore, Md. Octavo; 617 pages; illus- 
trated. Philadelphia and London: W. B. SAUNDERS 
CoMPANY, 1922, 

Dr. Barker has transcribed a certain number of his 
student clinics into this book, apparently with very little 
re-editing from the original stenographic notes. The clinics 
are presented much as they must have been in the class 
room; there is a considerable amount of lecturing by Dr. 
Barker, interspersed with questions asked of the students, 
who always answer correctly. The volume is fascinating 
to read; each article is masterly in its erudition and its 
lucidity of presentation. There is a broad selection of 
cases; some of the diseases are common enough, while 
others, such as ossifying myositis, are included, according 
to the author, chiefly for their interest as rarities. A great 
abundance of references is furnished as an addendum to 
each subject. 

In an attempt to add to the interest of the work (an 
unrequired effort) by publishing it in dialogue form, it 
seems that the author has overstepped the point. In places, 
the dialogue clutters up the subject matter and interferes 
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with the reader’s progress. This is one of several factors 
that combine to make the context rather painfully wordy; 
another is the tendency to use cumbersome words and 
phrases, such as “the patient’s blood, taken from a vein at 
the bend of the elbow, has been examined serologically, 
and gives a quadruple plus Wassermann reaction.” A 
third feature whose correction would constitute a real im- 
provement, is the supplying of the diagnosis in advance of 
the discussion—in the chapter title, in fact. One would 
read with more zest if he were allowed to construct his own 
diagnosis. On the whole, this work is a valuable and inter- 
esting presentation of the particular subjects with which it 
is concerned, and, after due re-editing, it should be well 
fitted for use, particularly by medical undergraduates. 


Diseases of Women. By Harry Strurceon CrossEn, 
M.D., F.A.C.S., Clinical Professor of Gynecology, 
Washington University Medical School, and Gynecolo- 
gist in Chief to the Barnes Hospital and The Wash- 
ington University Dispensary; Gynecologist to St. 
Luke’s Hospital; Consulting Gynecologist to the Jewish 
Hospital, St. John’s Hospital and the St. Louis Matern- 
ity Hospital, etc. Fifth Edition. Large octavo; 1005 
pages; 934 engravings; 1 color plate. St. Louis: C. V. 
Mossy ComPAny, 1922. 

In his “Diseases of Women” and his “Operative Gyne- 
cology” Crossen has given us two wholly admirable and 
very attractive works, both deservedly popular in the pro- 
tession. 

Diseases of Women has been entirely reset in this, the 
fifth, edition; and a survey of its text shows it to be quite 
up-to-date. The newer matter in gynecology-x-ray and 
radium therapy, endocrine disturbances, Rubin’s sterility 
test, etc., are all adequately discussed. Throughout the work 
pathology is duly stressed and. illustrated by photomicro- 
graphs, etc., without, however, any loss of emphasis on the 
practical sides of diagnosis, indication, operative and non- 
operative treatment, after-care, etc. The work will hold 
its place among the best text-books of gynecology in Eng- 
lish, and may safely be selected as a volume for study or 
reference. 


The Practice of Surgery. By Russert Howarp, C.B.E., 
M.S. (Lond.), F.R.C.S, (Eng.); Surgeon, London 
Hospital; Senior Surgeon, Poplar Hospital; Lecturer on 
Surgery and Teacher of Operative Surgery, London 
Hospital Medical College. Third Edition. Octavo; 
1280 pages; 542 illustrations; 8 colored plates. Phila- 
delphia: J. B. Lipprncorr Company; London: Epwin 
Arnotp & Co,, 1922. 

This English work has been written as representative of 
surgery as taught and practiced at the London Hospital. 
This third edition shows considerable revision. The book 
essays to cover the entire field of surgery, including, for 
example, mastoiditis. It has, therefore, merit as a text- 
book for the student—more especially the English student— 
but it has the defects inherent in condensation, 


The Surgical Clinics of North America. Volume 2; 
Number 5; Southern Number, October, 1922. Volume 
2; Number 6; St. Louis Number, December, 1922. Phil- 
adelphia and London: W. B. Saunpers Company. 
We have found in these last two numbers of Surgical 
Clinics of North America a wealth of interesting material. 
They are representative of the work of the leading surgeons 
of the south and of St. Louis, respectively. Such numbers 
might well be published oftener, for these quite measure up 
to the clinics published from Chicago, New York, Boston, 


Philadelphia. 
Diseases of the Ear, Nose and Throat. Medical and 
Surgical. By WenpELL CurisTopHeR M.D., 


Professor of Otology, New York Post-Graduate Medi- 
cal School and Hospital; President of the Medical 
Society of the State of New York, etc. Octavo; 881 
pages; 578 engravings and 37 plates. Philadelphia: F. 

A. Davis Company, 1922. 
This work is so widely known to American medical stu- 
dents and to graduates that it requires no description of this, 


its fifth edition, in which several sections have been con-— 


siderably revised and some obsolete matter has been dis- 
carded 


It is a comprehensive text-book upon diseases of the nose, 
the pharynx, the larynx and the ear which would probably 
have been bulky if the publishers had not used rather thin 
paper. This, however, was an unfortunate choice, in our 
judgment, for the print shows through the page. Bulk might 
better have been avoided by replacing most of the “plates” 
with ordinary illustrations. 

The operative treatment of chronic ethmoiditis and that 
of cancer of the larynx have both been rewritten; the chap- 
ters on suspension laryngoscopy, broncho- and esophago- 
scopy have been revised (with Drs. Lynch and Jackson) 
and so have the discussion of blood and pus examinations in 
otitis media and mastoiditis, and the text concerning asthma, 
hay fever, pollen therapy, syphilis, and diphtheria. Many 
new illustrations have been added. 


Greek Biology and Greek Medicine. 
Sincer. Duodecimo; 128 pages; illustrated. 
York: Oxrorp University Press, 1922. 

In this small and readable book, Singer shows how much 
the world owes to ancient Greek medicine. In his exposition 
of biology Singer traces the pre-Aristotelian influences, but 
the main bulk of the essay concerns Aristotle himself. One 
is again amazed with the immensity of interest revealed in 
Aristotle’s writings, which is probably accounted for by the 
fact that a considerable part of these writings emanated 
from some of Aristotle’s pupils. In the chapter on Greek 
medicine, Singer is mainly concerned with the writings of 
Hippocrates and Galen, and contrasts the fine humanistic 
trend of the former with the encyclopedic but material 
trend of the latter. The book reveals the sound scholarship 
of the author, and will afford a pleasant few hours in its 
perusal. 

A Text-Book of Human Physiology. Including a Sec- 
tion on Physiologic Apparatus. By Apert P, Bru- 
BAKER, A.M., M.D., LL.D., Professor of Physiology 
and Medical Jurisprudence in the Jefferson Medical 
College; Formerly Professor of Physiology in the 
Pennsylvania College of Dental Surgery; Formerly 
Lecturer on Physiology and Hygiene in the Drexel In- 
stitute of Art, Science and Industry. Seventh Edition. 
Large octavo; 835 pages; 367 illustrations. Philadel- 
phia: P. BLaxiston’s Son & Company, 1922. 

The new matter introduced in this edition concerns vita- 
mins, basal metabolism, the physiology of the heart, the ac- 
tion upon it of the vagus, the relations of oxygen and car- 
bon dioxide in the blood, acidosis, urine secretion, certain 
nerve mechanism, etc. The work is slightly larger than it 
was in the sixth edition. 


Diagnostische und Therapeutische Irrtiimer und Deren 
Verhiitung. Frauenheilkunde. Herausgegeben von 
Pror. Dr. J. ScHwatpe, Geh. San.-Rat. in Berlin 
Diagnostische und Therapeutische Irrtiimer und Ihre 
Verhiitung Beim Neugeborenen. Von Pror. Dr. W. 
ZANGEMEISTER, Direktor der Univ.-Frauenklinik; und 
Pror. Dr. P- Escu, Oberarzt der Univ.-Frauenklinik 
in Marburg. 86 zeite; 16 abbildungen. Leipzig: 
THIEME, 1922. 

The series, of which this booklet is a member, should 
prove of utmost value to the practitioner. A collection de- 
scribing the diagnostic and therapeutic mistakes most usually 
committed, when written by authoritative internists, sur- 
geons, gynecologists, obstetricians, oculists, aurists, derma- 
tologists, syphilographers and pediatricians, cannot fail to be 
important. Such names as Korte, Payr, Pels Leusden, Fiir- 
bringer, Kienbéck, v. Jaschke, Fehling, etc., show the type 
of the contributors, 

In the present brochure Zangemeister describes the errors 
committed in the treatment of the healthy new born, in 
treating the umbilical cord, the mouth, the eyes, general 
handling and nutrition. 

Esch discusses birth injuries, diseases of the umbilicus, 
respiratory, circulatory and nutritional disturbances, icterus, 
urinary retention, nervous manifestations, acute and chronic 
infections, opthalmia, prematurity, etc., all from the stand- 
point of errors in diagnosis and treatment. 

Each of these booklets, of which 32 have appeared, and 
of which some 14 more are due, ought to prove of interest. 


By CwHartes J. 
New 
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